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MESSAGE 
FROM THE PRIME MINISTER 


“I am happy to learn that the NCW is organising a Workshop 
on “Empowerment of Women- with special reference to 
women’s health” at S.V. University, Tirupati on 25-26 
November 2000. | am sure this Workshop will enable the 
participants to exchange views and experiences about dealing 
with the reproduction and health issues related to women. 
Such Workshops can generate dialogue for policy formulations 
and further enhance the socio-economic status of women in 
our country. | convey my greetings to all participants and 


best wishes to the organisers of this Workshop’. 
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FOREWORD 


Women in our country bear the greatest burden of deprivation, 
especially in matters related to her health. Statistics present a frightening 
picture : one women dies in childbirth every five minutes (India also 
accounts for one in five of all maternal deaths around the globe); more 
than 50% women are not allowed to take decisions regarding their own 
health care. 


Women are vulnerable because of a vicious circle of stereotypes, 
entrenched and strengthened by years of socialization. The face of crime 
in India is female. It starts in the womb. Killing female foetuses have 
made women in our country a population at grave risk. The National 
Commission for Women is consistently striving to address issues related 
to women’s health through various policy interventions, research studies 
and advocacy. The Commission believes that achieving holistic health is 


an integral aspect of women’s empowerment. 


Towards this end, the NCW organised a two-day workshop on 
‘Women’s Empowerment with special reference to Women’s Health’ at 
Tirupati (A.P.). Two days of presentations, discussions and brainstorming 
by participants resulted in immensely meaningful recommendations. The 
Commission firmly believes that if these recommendations are 
implemented with all seriousness of purpose, the health of our women, 
and consequently that of future generations will be ensured. 


| thank everybody who played a significant role in making the 


workshop a SUCCESS. y 
ee. 


(VIBHA PARTHASARATHI) 


Chairperson 
National Commission for Women 
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INTRODUCTION 


National Commission for Women (NCW) is mandated to protect and promote 
the dignity of women. The Commission is, therefore, conferred with the powers to 
review the constitutional and legal safeguards provided for women, Since its 
inception in 1992, NCW has been working for the empowerment of women, 
providing legal awareness and support to all those women who approached in 
matters of domestic violence, dowry deaths etc. NCW is assisted by a nationwide 
network of various Non-Governmental Organizations (NGOs), academicians, and 
social workers to bring about equality between men and women. 


In its endeavor to pursue these objectives NCW has been conducting 
workshops, seminars, conferences and research studies. The Commission’s inputs are 
required for policies aimed at promoting the rights of women, education, health and 
their economic status besides gender sensitization of various agencies and groups. 
Women’s health has always been regarded as one of the foremost parameters 
affecting the other issues related to women’s subjugation and inequality. 


NCW held a two days Workshop on the theme “Empowerment of Women 
with special reference to Women’s Health”. The workshop was conducted in 
collaboration with Sri Venkateswara University, Tirupati, Andhra Pradesh on 25" and 
26" November 2000. 


The sub-themes of the Workshop were: 
. Reproductive Health & Population Policy 


° Impact of Liberalization, Privatization and Globalization Policies on the socio 
economic rights of women with special reference to Employment 


° Role of Traditional Medicines in Women’s Health Management 


. Women’s Health and Nutrition 


All the sub-themes were-discussed with focus on women’s health. Initiative 
of discussants was an attempt to relate the sub themes with the main theme, to 


bring ground realities into focus in a stock-taking exercise and redefine the courses 


for evolving strategies for promotion of women’s health. 


The objectives of the Workshop were : 


Interaction with experts on the main and sub-themes and disseminate 


information on women’s health. 


. To understand and identify specific areas to mitigate health related problems 
and develop an easy access to health services for women. 


: To understand and identify specific area of reproductive health in a holistic 
way other than mere safe child birth and to discuss the National Population 
Policy (NPP) so as to provide basic infrastructure for reproductive health and 


population control. 


° To discuss the increasing importance of the economic factors and their impact 
on Women’s Health. 


. To evolve strategy to familiarize various indigenous systems for improving the 
health of women. 


° To draw a blueprint for the reduction of morbidity and mortality of women 
and children and improve the action plan in respect of nutrition and health 
care, 


The Participants of this Workshop included : 


° Keynote Speakers 

* ° Discussants 

° NGO representatives 

° Media persons 

° Academicians / Researchers 

. Social Workers / grassroots-level volunteers 
. Medical and health professionals/workers 


Inequality between men and women is one of the most critica] disparities in 
many societies, and this is particularly so in India. This is reflected not only in such 
matters as education and opportunity to develop talent, but also in the more 
elementary fields of nutrition, health and survival. The fact that typical female 
advantage in life expectancy is not evident in India suggests systematic problems 
with women’s health. The current population ratio in India is 927 women to every 
1000 men. 


Admittedly, women have always been most vulnerable to diseases and their 
mortality rate is higher than men. The reason being women are the victims of 
malnutrition and anaemia caused by poverty and aggravated by gender inequality, 
leading to problems during pregnancy and childbirth. These contribute more than 
any other factor to high maternal mortality. Further, low literacy rate among women 
have also led to ignorance about health issues. 


While women’s health has always been a key area for many decades, it has 
become a serious concern for the governments especially in the recent years. With 
the beginning of new millennium, the question of women’s health has assumed 
more significance. In fact there is no dearth of resources to educate the women and 
offer information about the various program to improve their health. However, 
women have always been most vulnerable to diseases and suffer discrimination in 
terms of education, nutrition, and medical care. Therefore, access to and affordability 
of basic and sophisticated health services remain basic factors for medical needs. 
Low literacy level especially among rural women has aggravated their problems and 
further lowered their health status. A big gap existing between available information 
and general awareness has to be narrowed down. 


It is therefore necessary that gender specific health problems be understood 
comprehensively and addressed at multiple levels. Women need to be recognized 
as health care providers. They have to be trained at various levels of supervision, 
management and decision making to fulfill their roles in the society. A sustained 
and long-term commitment is essential so that women and men can work together 
for themselves, for their children and for the society to meet the challenges of the 
twenty-first century. The social significance of maternity, motherhood and the role 


of parents in the family and in the upbringing of children need to be seriously 


acknowledged. 

In the Indian scenario while women’s health has always been on the agenda 
of government for many years, the emphasis has largely been on women’s 
reproductive role. For instance, while it is true that about 15 per cent of all deaths 
among women of childbearing age are related to pregnancy, what is rarely 
mentioned is that communicable diseases account for 30 per cent of the mortality 


within this age group. 


The National Council of Applied Economic Research (NCAER) in its Human 
Development Report of India, 1999, reports that about 1.1 percent more women 
suffer from short-duration morbidity than men, and about 1 per cent more women 
suffer major morbidity (primarily anaemia). In 15-34 age group, the disparity is 
much higher, with 1.31 per cent more women reporting short-duration morbidity 
than men, and 1.27 per cent more women reporting major morbidity. 


Research has shown that in India, poor health status of women is further 
exacerbated with early marriage and childbearing. For the young or adolescents, 
there are no gender-specific programs in either awareness-building or direct health 
services for their specific problems. 


THE CHERISHED OBJECTIVE OF THIS WORKSHOP FOCUSFS ON THE SAYING 
THAT A HEALTHY WOMAN MAKES A HEALTHY FAMILY THAT STRENGTHENS 
HEALTHY SOCIETY LEADING, FINALLY, TO A HEALTHY NATION. Thus women are 
the ‘seed’ of a strong nation and their health and empowerment in this area need 
special attention from all actors of social development including the government. 
NCW will facilitate this objective and recommend measures to various agencies for 
the realization of the goal of women’s empowerment with special reference to 
women's health. 


SUB-THEME- 1 


NATIONAL POPULATION POLICY AND 
REPRODUCTIVE HEALTH 


Population stabilization policies can be effective if essential health care services 
are provided at the household and village levels as the socio-cultural determinants 
of women’s health have cumulative effects over a lifetime. Reproductive health of 
women has always been related to women’s role as mothers. The health care, in 
this area, has remained limited to safe childbirth and population control. The ‘son 
complexed society’ has always forced women for early pregnancy and continuous 
pregnancy. This has resulted in high morbidity and mortality in women. Women’s 
risk of premature death and disability is also high during the reproductive years. 


The National Population Policy, 2000 (NPP) has affirmed the government's 
commitment to the consent of citizens while availing reproductive health care 
. services for administering family planning services. The NPP provides for a policy 
framework for advancing goals prioritizing strategies to meet the reproductive health 
needs of the people. The immediate objective of the NPP is to address the unmet 
needs of health care infrastructure and to provide integrated service delivery for 
basic reproductive and child health care. The medium-term objective is to bring the 
total fertility rate (TFR) to replacement levels by 2010, through vigorous 
implementation of inter-sectoral operational strategies. The long-term objective is 
to achieve a stable population by 2045, at a level consistent with the requirements 
of sustainable economic growth, social development, and environmental protection. 


Twelve strategic themes have been identified which must be simultaneously 
pursued in “stand alone” or inter-sectoral programs in order to achieve the national 
socio-demographic goals for 2010. These twelve strategic themes include the 
decentralized planning and programs implementation, convergence of service delivery 
at village levels, empowering women for improved health and nutrition, child health 
and survival, family welfare services, under-served population groups, mainstreaming 
Indian systems of medicine and homeopathy, IEC and many more. 


In this context, NCW wishes to discuss these policies in detail and strengthen 
them in all possible ways through various strategies. NCW will emphasize on the 
role of the traditional medical systems leading to the alternative systems of health 
care. The deliberations of the workshop will form a set of recommendations on the 
reproductive health and population policy, which will be forwarded to concerned 


departments and agencies for implementation. 


SUB-THEME — 2 


IMPACT OF LIBERALIZATION, PRIVATIZATION & 

~ GLOBALIZATION POLICIES ON THE SOCIO-ECONOMIC 

RIGHTS OF WOMEN (WITH SPECIAL REFERENCE TO 

THE IMPACT ON EMPLOYMENT) WITH REFERENCE TO 
WOMEN’S HEALTH 


The year 1991 was a watershed in terms of macro-economic policy in India 
because a set of economic reforms directed at liberalization and restructuring was 
set in motion. The impetus for these reforms was balance of payments, a crisis 
associated with unsustainable government spending. Government in mid-1991 
approached the IMF for a stand-by loan and then embarked on a strategy of 
liberalization and structural adjustment. | 


The fundamental problem of unsustainable government expenditure and rising 
revenue deficits has not been addressed as yet. However, social expenditures and 
public investment could be squeezed. Real per capita spending on social 
infrastructure such as housing, health and sanitation has declined sharply. Public 
capital formation has been drastically reduced. Total development expenditure by 
the central government has declined from 12.5 per cent of GDP in 1985-86 to only 
8 per cent in 1995-96. 


According to National Family Health Surveys, the longstanding trend of decline 
in the infant mortality rate has slowed down in the 1990s. Life-threatening infectious 
diseases like malaria, tuberculosis, kala azar and diarrhoeal diseases are increasing. 
Children, pregnant and lactating women are particularly prone to malaria. Yet budget 
outlays have declined. Investive outlays for health, which ranged between 3.33 to 
3.01 percent of total plan investment on all development sectors in 1951-61, fell 
to just 1.75 percent in 1992-97. By’ comparison, the investment allocated for family 
planning has increased from 0.01-0.05 percent in 1951-61 to 1.5 percent in 1992- 
97. Restructuring of the health sector, the increasing trend to privatize many public 
health services and change of drug policies has caused cost of health care to go 


up steadily over the decade. Thus the process of liberalization has definite impact 


on the issue of Women and Health, but their direct relationship has become a 


debatable issue only now. 

Women's participation at work is dependent on many factors that include 
caste, class, cultural practices, marital and educational status and agro-ecological 
conditions. Her income determines her status in the household, community, society 
and her work place. Although the process of privatization as well as globalization 
has provided new opportunities for women, still there is a need to establish the 
positive link of these processes so that the cause of women can be addressed 


directly. 


It has been a consistent effort of NCW to empower women on the socio- 
economic rights (with special reference to employment and health). The present 
workshop will deliberate on the impact of liberalization on women’s health and if 
there is an adverse impact, the workshop will apply its mind to remedy the same. 
Preparation of a plan of action on this area will be, then, one of the most important 
objectives of this session. . 


SUB-THEME 3 


ROLE OF TRADITIONAL MEDICINES IN WOMEN’S 
HEALTH MANAGEMENT 


Health Care system in India is very complex and diverse with co-existence of 
different systems of medicine such as Allopathic (modern/Western), Ayurveda, 
Siddha, Unani, Homeopathy, Yoga and Naturopathy. The Ayurvedic system of 
medicine is an old tradition of India. The term Indian Systems of Medicine (ISM) 
covers the systems that originated in India namely, Ayurveda, Siddha, Yoga and 
Naturopathy as well as those adopted from outside the country, like Unani and 
Homeopathy. These systems have become a part of the culture and traditions of 
India. Designing the National Health Policy and National Health Programs on 
Western medical model has resulted in the marginalisation of Indian Systems of 
Medicines. This has led to a skewed development with increasing gaps between the 
two systems. It would have been more appropriate to develop and nurture the ISM 
and integrate it in the health care system for optimum benefits to the people. ICMR- 
ICCSR joint panel on Health alternative strategies observed this almost two decades 
ago. Consequent on this failure to appropriately use and integrate ISM, the health 
care services have become pharmaceutical-dependent-expensive-curative-care. 


The failure to use existing knowledge base and infrastructure of Indian Health 
systems — Ayurveda, Siddha, Unani and their marginalisation has resulted in 
allopathising these practitioners and practice of other systems, which are beyond 
the economic capacity of large population of women. 


Ayurveda and traditional systems of medicine have given priority to health 
promotion and disease prevention, by encouraging healthy nutrition and healthy life 
style- which addresses physical, psychological. as well as spiritual health needs. 
There is an urgent need to look at the potentials of Indian systems of medicine for 
a solution to women’s health probiems. 


NCW would like to develop a consensus on the importance of the traditional 
systems of health care, which are in practice for centuries and are quite affordable. 


The affordability factor is of crucial importance for the women, particularly, the 
women in the urban slums and rural areas. This will improve not only the health 
care system but may have a positive effect on poverty reduction. NCW encouraged 
all the participants to focus on this aspect of this sub-theme. 


10 


SUB-THEME 4 
WOMEN’S HEALTH AND NUTRITION 


The National Nutrition Policy of India recognizes poverty as a major cause of 
under nutrition causing a vicious cycle of impaired productivity perpetuating poverty. 
The NNP states that acute poverty resulting in chronic and persistent hunger is the 
- single biggest scourge of the developing world today. Tragedy is the condition of 
under-nutrition, widespread in India, which manifests itself among large sections of 
the poor, particularly amongst the women and children. 


Under-nutrition is a condition resulting from inadequate intake of food or more 
essential nutrients in deterioration of physical activity, growth and health. This 
condition of under-nutrition, therefore, reduces work capacity and productivity 
amongst adults and enhances mortality and morbidity amongst children. Such 
reduced productivity results in reduced earning capacity, leading to further poverty. 


The need for a Nutrition Policy was recognized as it was of paramount 
importance to development. The interdependence of agriculture, food and nutrition 
system needs no explanation. The nutrition policy states that it is both possible as 
well as necessary to devise policy interventions for influencing the working of these 
processes and thereby improving the nutritional status of the society. 


It is a well-recognized fact that increased food production does not by itself 
ensure nutrition for all. Mere economic development, or even the adequacy of food 
at household levels, is no guarantee for a stable and satisfactory nutritional status. ~ 
The Policy further states that the task is not merely in terms of formulating a 
nutrition policy but also in terms of locating and grounding it in the overall 
development strategy of the country. Nutrition has to be tackled interdependently, 
along with other development issues. 


Women and girls are currently subjected to discrimination and disadvantage. 
Weeding out unwanted daughters and glorification of ‘sons’ are being witnessed 
especially in villages. Neglect of nutrition of girls during the initial years keeps their 
mortality and morbidity levels indefensibly high. Malnutrition of pregnant women 
is detrimental to the welfare of mother and child. 


11 


NCW believes that a strong nation cannot emerge from malnutrition and weak 
race. Nutrition, therefore, deserves special attention and is very much relevant to 
women’s health. Nutrition affects development as much as development affects 
nutrition. It is important to tackle the problem of nutrition both through direct 
nutrition intervention for especially vulnerable groups as well as through various 
development policy instruments that will create conditions for improved nutrition. 


NCW understands that it ig pertinent to develop a comprehensive action plan 
clubbing all the four sub-themes. This will facilitate to prioritize and strategize the 
major areas where action is needed immediately. The Commission is looking forward 
for an intensive deliberation on all sub-themes and encourages all participants to 
contribute their best in this workshop. This will help us to identify those areas 
where serious efforts are required to realize the vision of women’s empowerment. 
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INAUGURAL SESSION 


The inaugural session started with a welcome address by the Dean of S.V. 
University, Prof. E. Satyanarayana. He welcomed the participants from different parts 
of the country. There were representatives and delegates from almost 450 voluntary 
organisations in addition to distinguished dignitaries and individuals associated with 
women related issues. Distinguished dignitaries included Hon'ble Minister for Rural 
Development, Government of India, Shri M. Venkaiah Naidu, Hon'ble Minister for 
Health, Government of Andhra Pradesh, Smt. S. Aruna, Chairperson and all members 
of the National Commission for Women, Vice-Chancellor of S.V. University, Prof. 
Enoch and many others. 


The Workshop began with the singing of Vande Mataram followed by the 
introductory remarks of the Chairperson, NCW, Smt. Vibha Parthasarathi. She 
complimented Mrs. K. Santha Reddy, Member NCW for initiating dialogue to chart 
out an action plan for the improvement of women’s health. She said that the health 
of women is the foundation for realising the dream of women’s empowerment and 
emancipation in our country as women’s health incorporated all dimensions of a 
healthy society. It covers physical, mental, psychological, social, and spiritual health 


of the women. 


Using statistical data, the Chairperson profiled the status of women in the 
society: 60% of women suffer from anaemia as a result of poor nutrition; poor birth 
weight; retarded mental and physical development and so on. The MMR is very 
high in Orissa (7.38) while the National average is 4.6. She, further, explained that. 
on an average about 50% girls are married before the legal age (18 years) that 
causes early pregnancy, abortions and above all affect the health of the little girls 
thus leading to the vicious cycle of poor health. 


She pointed out that women are subjected to physical, mental, sexual 
harassment and deprivation, humiliation and depression. They are the most 
vulnerable section of the society and they suffer multiple oppression. Hence, it is 
urgently required that NCW should initiate dialogue on the health of women as 
health and empowerment are interconnected issues. 
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The Commission had received a message from the Hon'ble Prime Minister, 


Government of India, Shri Atal Bihari Vajpayee that was read by the Chairperson. 


After this, Smt. K. Santha Reddy, Member NCW explained the objectives and 
the theme of the Workshop. She said that there was some marginal reduction in 
the MMR since 1970 but much had to be done for the improvement of the 
women’s health. She categorically emphasised the importance of women’s health 
as a healthy woman leads to healthy family that leads to a wealthy nation. 


Smt. S. Aruna, Hon'ble Minister of Health, Government of Andhra Pradesh 
congratulated NCW for organising this Workshop in Andhra Pradesh. She said that 
Government of Andhra Pradesh has taken progressive steps for the welfare of 
women and children. There are several programmes for women and children like 
girl child protection scheme, immunization programmes and others undertaken and 
supported by the state government. She further said that gynaecologists have been 
posted at 225 hospitals (district headquarters) to take care of the problems of 
women in the state. She emphasised that the root cause of poor health of women 
is illiteracy hence efforts should be concentrated on universalization of education that 
will certainly enhance awareness among women and improve their health. 


The Chief Guest, Shri M. Venkaiah Naidu gave a very eloquent speech that 
enthralled the audience and other participants to the Workshop. He quoted from 
the Rigveda, which gave an important place to women in society. He elucidated 
that Indian mythologies have given a very respected and dignified status to women. 
We have goddess Saraswati, Goddess Laxmi and Goddess Shakti in our tradition and 
each one has a special status. Very interestingly, he pointed out that the name of 
women goddesses was being spelled before the men ones, for instance, Sita-Ram, 
Radha-Krishna and Parvati-Parameshwara. 


Despite this, there are two sets of biases working in our society. One is the 
urban bias and other is the gender bias and both are working against women. It 
is important that we should focus on rural development and improve the conditions 
of villages. ‘Back to village’ should be the slogan of the new generation and only 
this will help improve the status of women in our country. He quoted Mahatma 
Gandhi who dreamt of Ram Raj, which can’t be achieved without the development 
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of the villages. He said that 60% of the budget has been earmarked for rural 
development. 


He pointed out that political empowerment is also important for the women 
and 73rd amendment has paved the way for it and further stated that his 
government is also bringing out necessary legislation to provide 33% reservation 
to women in the legislatures and parliament. 


The inaugural session concluded with a vote of thanks by Prof. Gangadhar of 
the University. 
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PART TWO 
THEMATIC SESSIONS 


National Population Policy and Reproductive Health 
Role of Traditional Medicines in Women’s Health 
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THEMATIC SESSION | 


NATIONAL POPULATION POLICY AND 
REPRODUCTIVE HEALTH 


Ms. Meenakshi Datta Ghosh, IAS, Joint Secretary, Ministry of Health and Family 
Welfare, Government of India, chaired the first session on ‘National Population Policy 
and Reproductive Health’. Prof. Saras Chandrika, Superintendent, Gandhi Medical 
College, Hyderabad and Ms. B. Bhamathi, Senior Programme Advisor, UNFPA were 
the discussants to this session. 


Ms. Ghosh, in her keynote address said that the Population Policy 2000 is 
committed to women’s empowerment and health without any discrimination to 
enable women, men and children to improve their quality of life. She stressed that 
decentralised planning and proper implementation of the population policy are key 
factors for its success. She also mentioned that a better environment must be 
created, especially for rural areas and women so as to make better use of health 
facilities available to them. She further suggested opening rural créches exclusively 
for rural women so that better participation in the labour and economic activities 
may be ensured by them and proper care of their children might be taken care of. 
She emphasised on the safe delivery, safe abortion practices and health systems for 
the women as this only could pave the way for women’s empowerment. 


Prof. Saras Chandrika spoke about the health care development system in our 
country and said that women constitute the nucleus of the family and society; 
hence, her health must be a top priority for the planning by the government and 
other development actors. She said that adolescent girls should be given more care 


to 


° Reduce unwanted pregnancies; 
° Strengthen primary and secondary level health care. 


She was of the opinion that the present family planning policy is centred more 
around women than men, which is unfortunate. Men need to be sensitised about 


family planning. 


Further, in her detailed presentation, Prof. Saras Chandrika emphasised on well- 
coordinated efforts for a sensitisation programme focussing on reduction of unwanted 
pregnancies, health services delivery and care systems and need to strengthen 
primary and secondary level health care. She also pointed out that voluntary 
agencies working on women’s health issues have a special responsibility to bring 
health care at the centre of the development agenda. She vocally advecated that 
adolescent girls should be provided specialised health cage as they are the future 
and their health would determine the very health of the overall society. 


Ms. Bhamathi felt that National Population Policy did not focus much on the 
women’s empowerment and restricted the freedom of women in decision making 
on her health. She pointed out that gender based violence was the root cause of 
the pathetic condition of women in our society and this needed to be urgently 
addressed so as to enable the path of women’s empowerment. She strongly 
suggested holistic planning and integrating all aspects of women’s health. She 
argued that empowerment should be done by all the developmental agencies. 


Ms. Bhamathi further elaborated that the National Population Policy, which: is 
seminal to a gender sensitive health and population policy, has provided the 
enabling policy environment for women friendly approaches to health. It has clearly 
recognised the umbilical cord of population issues has to do with gender and 
development and with family planning not with population stabilisation per se. 
Although the policy does not use the human rights language, there is underlying 
reinforcement of women's sexual and reproductive rights, which would lead to 
expected impact on fertility and reduction in IMR, MMR and morbidity. It is a move 
in the humane direction. 


She also pointed out that there is a need for gender sensitisation of health 
care services where gender training entails that-transformative process that can make 
the policy self-fulfilling because it means that quality of care is not Clinical care, 
but care as in caring. It.means that those who hold the key as gatekeepers of the 
health systems are those who seek care and not those who provide care. At the 
same time, she said that male responsibility could not also be limited to use of 
contraception. Experience has show that fostering male female partnership in family 
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and workplace, better inter-spousal communications holds the key to behavioural 
change. Acceptance to contraceptive methods is often one of the outcomes of that 
behaviour change. A more comprehensive approach to male participation and 
reinforcing male responsibilities would not only mean greater sharing in vasectomy 
and condom use, but would mean greater emphasis on couple counselling, holding 
couple melas, participation of men ante natal, removing the gender divide in the 
functioning of male and female health workers, compulsory family life education for 
adolescents in and out of schools. 


The speaker also felt that violence has important implications for RH and 
Population Policies. Addressing gender-based violence, as public health issue is 
ultimate to the recognition of women’s sexual and reproductive rights. Equipping 
the health systems to identify and manage violence is of critical importance. 


There are no direct incentives/disincentives proposed in the NPP and the 
Government of India must be congratulated for resisting pressures to include them. 
But despite the over arching humane and anti-coercive tone of the NPP, many of 
the state policies have actually indulged themselves to favour disincentives. 
Disincentives and penalties violate people’s individual and rights and freedoms. In 
India, where there is a strong son preference, such restriction will invariably promote 
discrimination against the girl child in the most heinous forms that we know, 
namely foeticide and infanticide. This would aid and abet a vicious demand and 
create a market for reproductive technologies to deliver those very services which 
law has declared illegal in order to wipe out the unwanted and retain the wanted. 
Even the two-child norm applicable to men and women debars them from 
contesting elections and holding elected office is only apparently non-discriminatory. 
Since women are perceived to be the means of biological reproduction, it means 
that disqualification would make women’s reservation less meaningful as choice of 
candidate would get restricted. The norm also violates the rights of the unborn, who 
has an inalienable and universal right of moment it is born. 


Prof. Mahadevan, former Head of the Department, Populations Studies, S.V. 
University, Tirupati also made some comments on the population policy and 
suggested the following measures : 
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Government should review the population policies periodically. 
Orientation programmes for the medical and paramedical professional. 
A holistic planning should be done for the health of women. 

Existing programmes on health need to be properly implemented. 


The session ended with vote of thanks and presentation of mementos by Ms. 


. Santha Reddy. 
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THEMATIC SESSION Il 


~ ROLE OF TRADITIONAL MEDICINES IN WOMEN’S 
HEALTH 


The second session chaired by Ms. Shailija Chandra, (I.A.S.), Secretary, ISM&H, 
Ministry of Health and Family Welfare, Government of India was on the Role of 
Traditional Medicines in Women’s Health. Dr. Indu Capoor, Director, CHETNA 
(Gujarat) and Prof. Dattatreya from Shri Venkateswara Ayurvedic College, Tirupati 
were the discussants to the session. 


In her keynote address, Ms. Shailija Chandra explained different systems of 
Indian medicines like Ayurveda, Siddha, Yoga, Naturopathy, Unnani and 
Homeopathy. She very vocally advocated use of Indian systems of medicines, as 
these are affordable and reliable systems for several health problems. She 
highlighted the use of traditional medicines for women’s health empowerment and 
pointed out the importance of herbal contraceptives and other herbs, which can be 
utilised by the women for common diseases. 


She informed that government is supporting traditional medicines in a very 
positive way and encouraged all participants to approach her ministry for any kind 
of support for the propagation of herbal plants. For information dissemination on 
traditional medicines, she said that her ministry has launched a website also to 
enable the use of traditional plants and common and widespread herbs. 


Further, Ms. Chandra said that NGOs could play a major role in awareness 
generation and creating a favourable environment for the use of traditional 
medicines. Government is encouraging all agencies that are focussing on the 
propagation and use of herbal medicines and plants. 


She further emphasised that the age old sciences of ISM are well documented 
as arts of healing, successfully practised by Vaidyas and Hakeems and have served 
the needs of the country till modern medicine came up and began occupying the 
mainstream of health in the last fifty years. Thus, even in the present context of 
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health care, ISM have still a definite role to play, though many a time a 
combination of two, i.e., ISM and modern medicine has better advantage in health 


care delivery system. 


Gynaecology, obstetrics and paediatrics together constitute the subject matter 
of Kaumaryabhrity and this is considered as a very important offshoot among the 
eight branches of clinical medicine in ayurveda. Topics of menstrual disorders, 
vaginal discharges, sterility, conception, ante natal care, labour, post natal care, 
purperium, management of new born, growth and development of a child, paediatric 
problems etc. all were well described in great detail in the classics of ISM unlike 
other traditional systems of medicine in China and Africa. 


She said that another important area is the development of medicinal plants 
used in the industry of ISM. The Task Force on Medicinal Plants of Planning 
Commission had identified international market of medicinal plants and their related 
trade to the extent of US $ 60 billion per year of which India’s export is around 
Rs. 447 crores only. Large deforestation coupled with failure of efforts for 
propagation resulted in acute scarcity of certain medicinal plants. This area needs 
immediate attention and there is wide scope of generating employment for women 
in developing and harvesting the medicinal plants. In addition, special emphasis 
needs to be given to topics related to rearing up children, girl child, and traditional 
concepts in RCH. There is every need to preserve our tradition, culture and family 
ties while we advance ourselves in modern world. 


Prof. Dattatreya presented a detailed paper on this subject and urged for the 
propagation, procurement, processing and marketing of herbal medicines and plants. 
He said that ayurveda is the science of life and health. It preaches about health and 
about diseases. It is a treasure of many useful procedures, which are adaptable. In 
ayurveda the health care system depends on natural resources basically the plant 
origin medicines and food products. Besides there are large number of mineral 
products and animal products which are also naturally occurring. The method of 
using the medicines and preparation of formulae are very simple and easy to adopt. 
Apart from this the most important aspect of ayurvedic system is‘that the side 
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effects of medicines are not record-able and the medicines are generally well 
tolerated. Secondly these medicines can cure the diseases, which are already 
established and can also prevent latent problems. 


Dr. Dattatreya Rao elucidated that to achieve the goals of women 
empowerment by propagation of medicinal herbs, it is essential to make herbal 
medicine more popular. The system of ayurveda is already popular among rural 
masses and it is estimated that 60 ~70% of rural medical needs are met by 
traditional systems of medicines. There are certain lacunae in every system of 
medicine and no system of medicine is a complete system. The well-advanced . 
modern medicine is also not an exception. The scientific advancements made in 
various fields are well tailored to suit the allopathic medicine. Today we find 
miraculous things in medicine and surgery but still there are many unsolved 
problems. The effect of foreign rule over India is the root cause of pathetic 
condition of ISM, which were neglected, discouraged and banned in our own 
country. Our heritage was not known to our own generations. The injection mania 
was a slow poison introduced in our country. People began to understand that there 
is no treatment without injection. This mindset needs to be changed and the 
advantages of herbal medicines should be made known. Its cost effectiveness should 
also be discussed. Herbal medicine is very simple and cheap system. Simple 
methods of preparation of ayurvedic medical recipes can be easily taught to the 
women organisations that can be involved in propagation of these medicines from 
the plants grown in their vicinity. | 


Dr. Rao strongly felt that if basic health maintenance procedures are taught 
and availability of simple medicines is made, the problem of high vulnerability to 
diseases could be overcome. If the women become self sufficient and self reliant 
economically by using the plant resources and by propagating the plants, the 
problems of gender discrimination would be overcome. To empower women, her 
health and economical status is to be enriched which can be easily done by the 
adoption of herbal medicines. 


Dr. Indu Capoor gave a very passionate and enthusiastic narrative on the 
subject and she specially spoke on the ‘Role of Dai Ma in the Villages’. She 
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narrated from her field experiences the importance of ‘Dai in the village’ as ‘Dai’ 
is the first person to give some sort of medication or medical relief that is drawn 
from the traditional knowledge to the pregnant women. She very vocally urged to 
empower ‘Dai’ so that she can provide proper care and health facilities to the 


needy ones. 


She congratulated NCW for taking up initiatives for empowerment of women 
and for selection of a theme like traditional medicines. In her inimical style, she 
requested all the participants to empower ‘Dai System’ that was prevalent in our 


country for centuries. 
Before the conclusion of the session, Dr. Savitri, from S.V. University, gave a 


slide demonstration on the use of herbal plants and traditional health promotion. 
Smt. Vijaya Daksha, Member NCW, gave vote of thanks and presented mementos 


to the speakers. 
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THEMATIC SESSION Ill 


IMPACT OF LIBERALISATION, PRIVATISATION AND 
GLOBALISATION POLICIES ON THE SOCIO-ECONOMIC 
RIGHTS OF WOMEN WITH SPECIAL REFERENCE TO 
WOMEN’S HEALTH 


Dr. Sarala Gopalan, former Secretary, DWCD, Government of India chaired the 
third thematic session on the theme ‘Impact of Liberalisation, Privatisation and 
Globalisation Policies on the Socio-economic Rights of Women with special reference 
to Women’s Health’. Ms. Kiran Soni Gupta (I.A.S.) Rajasthan State Women 
Commission and Dr. Renu Mathur from Jhansi (UP) were the discussants for the 
session. 


Dr. Sarala Gopalan, in her keynote address elaborated that though it is 
important that India should be a partner of the globalise economy but the rights 
of women and poor should be properly protected. She presented statistics about 
the economic development of the country and pointed out that liberalisation has 
opened new avenues for the young generation and now people can utilise new 
opportunities that will improve quality of their life. Health policy is also a part of 
the overall developmental policies and it should be framed keeping in mind all 
aspects of development and its impact on the women, families and community at 
large. 


She said that globalisation is a competitive process and has a market friendly 
approach. Hence, small entrepreneurs should be encouraged to compete with the 
national and global markets. State should provide safety net for the small-scale 
industry to protect their interests. 


She also pointed out that public health system is not very effective in our 
country and poor people have no access to health facilities. 1.B. and Malaria are 
the recurring causes of death and ‘vomen are also suffering from these diseases. 
Hence, it is very important that we prepare our health policies to address these 


issues in a proper mannef. 
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Ms. Kiran Soni Gupta drew the attention of the participants towards the impact 
of globalisation, liberalisation and privatisation on women. She said that this has 
affected women negatively and women are getting no benefits of this process even 
after contributing extensively to the economic development of the country. The ratio 
of MMR and IMR is very high and we don’t have proper delivery system for the 
women. She emphasised the need for institutional delivery system and trained 
medical professionals to be the hallmark of health policies. 


She pointed out that there exists a male bias in all the institutions and society 
that has affected the development of women. Be it a village economy or ‘urban one, 
women are the sufferers of this bias and even policies are favouring men. Therefore, 
top priority should be given to women related issues and each and every aspect 
of women empowerment should be addressed to achieve the goals of women 
empowerment in its true spirit. Further, allocation of budget to the social sector 
should be enhanced and people should be the partner in policymaking and its 
implementation rather then just the receiver of the policies. This will pave the way 
for participatory planning and its proper implementation may be ensured for 
successful achievement of a developed society. 


Ms. Gupta said that what is required is a thorough filtering of cultural norms 
and biases, tackling poverty, improving literacy, increasing awareness for the 
importance of girl child to be same as that of a male, provision of adequate family 
welfare services, which to a large extent is being done as a part of government's 
policy for upliftment of women. Population pressure has to be tackled by voluntary 
adoption of a small family norm and cultural awakening is required to tackle this 
Situation, 


Dr. Renu Mathur stressed on the awareness generation among women about 
the ill effects of globalisation, privatisation and liberalisation. In her well-prepared 
Paper she said that there are several challenges before Indian women after this 
global economy and it is very important that women should know about these 
challenges. Impact of liberalisation is immense on women’s health and it is urgently 
required that traditional medicines should be given top priority to compete with 
allopathic medicines which are costly and unaffordable for the poor. Government 
should encourage small-scale industry so that small entrepreneurs may be benefited. 


Ms. Nafisa Hussain, member, NCW gave vote of thanks and presented 
mementos to the speakers. 
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THEMATIC SESSION IV 
WOMEN’S HEALTH AND NUTRITION 


Dr. P. Geervani, former Vice-Chancellor, Mahila University, Tirupati chaired the 
session on ‘Women's Health and Nutrition’. Dr. Kamala Krishnaswamy, Director, 
National Institute of Nutrition, Hyderabad gave the keynote address and Prof. Baby 
Devaki, Department of Home Science, S.V. University, Tirupati was the discussant 
to the session. 


Dr. Kamala Krishnaswamy discussed extensively on major nutrition and health 
problems of women. In her detailed address, she said that to achieve the set goals 
of national nutrition policy and health for all by 2010, there is an urgent need for 
effective management of various health nutrition and developmental programmes. 
Success is possible only if clear, need based and specific goals are set, with 
constant innovative, practical approaches and achievable targets. The functionaries 
need to be goal oriented, enthusiastic, motivated and satisfied. This needs careful 
recruitment and vigorous orientation and frequent reorientation of all functionaries. 
There is also need for tight financial control, sound financial system, refined costing 
of any programme with efficient procurement system. Last but not the least, there 
is a need for continuous collaboration with the community and their active 
involvement with greater empowerment of women in all of these programmes. 


Dr. Kamala Krishnaswamy elaborated that women have health needs but all 
these do not receive medical attention due to several reasons. While the overall 
health facilities have expanded in terms of infrastructure, they have still not kept 
pace with the increasing needs of the growing population. Government spending 
on health and family welfare has been steadily increasing in absolute terms. 
However, the proportion of outlay spent on health has been declining from plan to 
plan. There is a strong urban bias in utilising the health sector budget. She said that 
health and nutrition, one of the important programs, is known to be the weakest 
links in health and nutrition services. Evaluation of several on-going national health 
and nutrition programs have pointed out that even the functionaries implementing 
the programs at various levels are ignorant about the objectives and operational 


details of the ongoing programs. 
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Dr. P. Geervani said that India had a very rich traditional health system, which 
came from women of the family over generations. In any family women are the 
providers of health care. Besides this women prepare the meals for the sick and 
feed the sick, care for the disabled at home, take care of children, take children 
for immunisation and curative care. It is the woman who teaches the children 
personal hygiene and sanitation and lays the foundation for knowledge on health. 
Women bear the brunt of family planning. Women also form the majority of 
professional health workers from. Dais to doctors. Yet the status of women’s health 
is lower than that of men in all states of the country. 


She further pointed out that empowerment of women in different aspects has 
been brought in through knowledge, information, training, increased access to 
resources and services, constitutional amendments, legal acts and through policy 
intervention. Although the national health policy has pointed the need to provide 
comprehensive health services to women and children who are the vulnerable 
groups of society, health status of women is lower than that of men. 


In her comprehensive paper, Dr. Geervani emphasised on the active role that 
can be played by the NGOs for the empowerment of women and her health. She 
said that NGOs have played significant role in developing alternate models as well 
as in providing low cost and effective health care. They have been able to develop 
village based health cadres, appropriate educational material and technologies. NGOs 
have a special advantage of integrating socio-economic development with health 
support. NGOs can introduce innovation at national level, NGOs need a facility for 
training paramedical staff and extension workers as well as a good system of 
monitoring and management. They can play the role of good change agents by 
bringing awareness and can be good resource centres for information on health. 
They can enlist greater participation of the communities and are capable of bringing 
attitudinal change because of the approach at grassroots level. Women health 
workers would be able to make more effective. contribution provided they are 
trained well and compensated adequately for the quality of services rendered. 


Ms. Anusuya Uike, member NCW gave vote of thanks and presented 
mementos to the guests. 
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PART THREE 
RECOMMENDATIONS 


31 


aod xi rexticwval Jewel, ve 
asion workers 6) Wel 

caw ping the role 3 

‘ ae renres at ery = 


~~» 
$ 


RECOMMENDATIONS 


Reproductive Health & Population Policy 


Holistic approach to Family Planning and Women’s health services should be 
adopted. Convergence of health services provided by medical, paramedical, 
health personnel and ICDS staff is required for integrating all aspects of 
women's health. 


To achieve the objectives of National Population Policy, decentralized planning 
and proper implementation should be emphasized. 


The present family planning measures are focused primarily on women. Men 
should also be sensitized and involved in family planning measures. A more 
comprehensive approach fostering male-female partnership, better inter-spousal 
communication needs to be adopted. This may be achieved through greater 
emphasis on couple counselling, holding couple meals, participation of men 
ante natal, removing the gender divide in functioning of male and female 
health workers, compulsory family life education for adolescents in and out 
of schools. 


Health systems should be equipped and trained to identify and manage 
gender violence. 


Orientation and sensitization programmes should he held periodically for 
medical and paramedical professionals to improve the quality of care provided 
by the health care system. 


Government (Central and States) spending on health, education, sanitation, 
provision of safe drinking water and social welfare schemes should be 
increased substantially to achieve the aim of health for all. 


Role of Traditional Medicines in Women’s Health Management 
Traditional medicines can play a very important role in providing affordable 


health care to all. Herbal treatment should be encouraged for common 
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diseases as well as for building overall health and prevention of diseases. 
Awareness about use of herbs in curing and preventing diseases should be 
spread extensively. Services of NGO’s may be utilized in this regard. 
Seminars, workshops, camps etc. may be organized by various agencies in 
all states of the country to build a nationwide movement for spreading 
awareness and use of traditional herbs and medicines. 


Women and women organizations can take up the cultivation, processing, 
propagation and marketing of herbs and other medicines based on locally 
available materials. This will on one hand strengthen the women financially 
and on the other hand provide affordable medicines for the people especially 
the women themselves. 


Traditional system of midwives (daii) which was prevalent in the country for 
centuries should be revived and strengthened. Training of daiis and imparting 
them the necessary knowledge of relevant medicines of Indian Medicine 
Systems should be taken up on a priority basis. Empowering of daiis should 
be considered as an essential feature of strengthening the rural health care 
system. 


Impact of Liberalization, Privatization, Globalization on women 


Through the ongoing process of liberalization, privatization and globalization 
has created opportunities for some sections of the population, it seems that 
a vast section of the population especially women has been adversely 
affected. A detailed study should be carried out to assess the impact of the 
economic reforms on women especially poor women, 


Governments should build adequate safeguards to ensure that education, 
health and nutrition needs of women and other vulnerable sections of society 
are not affected by the economic reforms. 


Women’s Health and Nutrition 


Health, nutrition and development programmes should be better coordinated 
to ensure health for all by year 2010. 
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A detailed survey of food habits and nutrition patterns of various sections of 
society across the country should be carried out. Regional, caste-based, 
gender-based and age related differences in nutrition should be studied to 
enable appropriate corrective action through policies, programms and other 
development initiatives. 


NGO’s should play a more proactive role in creating awareness on health 
issues as well as in helping paramedical and medical professionals reach out. 
NGO’s need training of paramedical workers and extension workers as well 
as good systems of monitoring and management. Support should be 
extended to NGO’s in this regard. 


Higher involvement of community in all programmes relating to women’s 
health and nutrition should be ensured to the extent possible. 


More care should be taken of adolescent girls to reduce unwanted 
pregnancies as well as to improve overall women’s health. Special programs 
should be planned to educate adolescent girls in matters related to 
reproductive health and child care. This may be done as part of school 
curriculum for school going girls and through special camps for girls not 
going to school. 


Women’s health and nutrition should be the central focus of all development 
programmes and initiatives. Any development plan should be evaluated on 
the basis of the contribution made by the plan in improving the health and 
nutrition of women in the region to which the plan relates. 
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VALEDICTORY SESSION 
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VALEDICTORY SESSION 


Ms. Vibha Parthasarathi, Chairperson NCW presided over the valedictory 
session. Ms. Saraswati, Minister for Women and Child Welfare, Government of 
Andhra Pradesh was the chief guest for the session. 


Mrs. K. Santha Reddy summarised the important suggestions and 
recommendations of the two-day workshop and thanked all the participants for 
making the workshop a magnificent success. In her unique style, she spoke in the 
native language and enthralled the audience. She said this millennium is the 
women’s millennium and every one should make the dream of women’s 
empowerment a reality. She urged all NGOs, academicians, activists, 
parliamentarians, government officers, students and others to work for the women’s 
empowerment and for better health of the women. She reiterated that NCW is 
committed for this vision and will support all efforts in this direction. Highlighting 
the suggestions and recommendations of the two-day long deliberations, she said 
that it is urgently required that all developmental agencies must focus on women’s 
health as without a healthy woman, we can not achieve the goals of women’s 
empowerment. 


Ms. Saraswati congratulated NCW for making the workshop possible in Tirupati 
and said that Government of Andhra Pradesh is committed to: women’s 
empowerment. The government is ready to support women in all aspects. She also 
informed about various government schemes initiated by the state government for 
women's empowerment. The government is also providing support to self- 
employment activities undertaken by women. She said that AP government is fully 
committed to achieve the goals of Vision 2020 scheme that has focussed on 
women's empowerment. 


Ms. Vibha Parathasarthi also congratulated all delegates, NGOs and other 
participants for making the workshop a great success and expressed hope for 
proper implementation of the recommendations that have come out from the 
workshop to make our women healthy citizens of the country. 


Ms. Reva Nayyar, member-secretary, NCW gave the vote of thanks and 
presented mementoes to the guests. The valedictory session ended with the National 


Anthem. 
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DRAFT KEY NOTE ADDRESS OF 
MS. SHAILIJA CHANDRA, IAS, SECRETARY (ISM&H) 
ON THE TOPIC 
“ROLE OF TRADITIONAL MEDICINE IN WOMEN’S HEALTH” 
TO BE DELIVERED IN THE WORKSHOP TO BE HELD 
AT SRI VENKATESWARA UNIVERSITY, TIRUPATI 
ON 25-26 NOVEMBER, 2000 


| was delighted to receive an invitation from Smt. Shanta Reddy, Member, 
National Commission for Women for giving a key note address on a very important 
subject of “Role of Traditional Medicine in Women’s Health Management” at the 
foothills of the most coveted and pious temple of Lord Venkateswara of Tirupati. 
| believe all of us while going away from here shall carry everlasting memories and 
blessings of the Lord. 


The age old sciences of ISM are well classified and documented arts of 
healing, successfully practised by Vaidyas and Hakeems and have served the needs 
of the country till modern medicine came up and began occupying the mainstream 
of health in the last 50 years, though its concepts and drugs have been 
everchanging, with the old drugs becoming outdated because either of toxicity or 
the body resistance that emerged. Thus even in the present context of health care, 
ISM _ have still a definite role to play, though many a time a combination of the 
two, i.e., ISM and modern medicine has better advantage in the outlet of health 


care delivery system. 


Gynaecology, obstretrics and paediatrics together constitute the subject matter 
of Kaumaryabhritya and this is considered as a very important off shoot among the 
8 branches of clinical medicine in ayurveda. Topics of menstrual disorders, vaginal 
discharges, sterility, conception, ante natal care, labour, post natal care, purperium, 
management of new born, growth and development of a child, paediatric problems 
etc. all were well described in great detail in the classics of Indian Systems of 
Medicine unlike any other traditional systems of medicine in China and Africa. 


Our Indian Systems of Medicine while giving great emphasis in prevention of 
diseases and maintenance of good health, advocate mainly use of medicinal plants 
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in various conditions. There are say at least 20 to 30 medicinal plants and their 
products available in Kitchen or everywhere in our vicinity across the country which 
can effectively be used as house remedies. With the hi-fi advancement of fashion, 
progress of civilisation and industrial development, we are forgetting our tradition 
and culture. Children usually learn by imitation. While there is a need for alround 
development in empowerment of women, girls in high schools necessarily need to 
be taught about nutrition, the cultural traditions and preventive aspects of Indian 
Systems of Medicine, child rearing and more importantly about sanitation, mode of 
transmission of infective disorders, sterilization and about the care of the old and 
diseased. They should also be given practical training in selected postures of yoga 
which help them to keep fit in normal course as well as after delivery, specially 
for preventing lumbago, toning up of the perineal muscles and reducing obesity. 


The successive development and changes in education of ISM had brought out 
practitioners with concurrent training both in ancient and modern concepts and skills 
to meet the need of the day as a general practitioner. Graduates in ISM get 
adequate training in the management of common gynaecological conditions including 
that of pregnancy, labour and contraceptive procedures. A sample survey carried 
out by CCRAS in July, 2000 in 13 States through a questionnnaire covering 92 
centres of both governmental and private institutions involving 103 physicians of 
ISM&H and 2.16 lakhs of patients in a month indicates that practitioners of ISM&H 
have already been effectively treating various gynaecological, ante natal, post natal, 
neo natal and paediatric problems by using drugs of their own systems in 68-70% 
of cases. The study also shows that these practitioners have also been engaged in 
conducting normal deliveries and adopting few surgical procedures, like, MTP, 
episiotomy, forceps application and removal of retained placenta. The study further 
reveals that these ISM&H practitioners are very much involved in advocating oral 
contraceptives, [UCD insertions and in performing to a lesser extent operations, like, 
vasectomy, tubectomy, etc. 


The Central Councils for Research in Ayurveda and Siddha and Unani have 
done a lot of work on problems related to RCH. Pippalyadi yoga was found 
effective as an oral contraceptive. Multicentric clinical trials at PGI Chandigarh, 
JIPMER, Pondicherry, KEM Hospital, Bombay and AIIMS at New Delhi are on the 
way. Local application of neen oil in vagina as spermicidal agent was studied in 
225 women and is found to be promising. To quote a few among other areas of 
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positive results in research are the use of Ksharasutra in Piles and fistula, Ayush 64 
in Malaria, Ayush 56 in Epilepsy, Guggulu as a hypo lipidemic agent, 777 oil in 
Psoriasis, Varuna in Prostatic enlargement, phyllanthus amarus in hepatic disorders 
and use of a Unani drug compound in vitiligo. The galactogogues, rasayanas and 
aphrodisiacs described in ayurveda have a definite role to play in 21st century. 


Looking to the enormous potential of these systems with 387 colleges, 6 lakh 
practitioners and 9456 drug manufacturing units with a wide scope for their 
involvement in RCH Programmes, National Population Policy 2000 included ISM&H 
for mainstreaming in RCH Programme. A High Power Advisory Group was 
constituted by Planning Commission for recommending the strategies for 
implementation. 


During IX Plan there is a budget provision of Rs. 266.35 crores for Indian 
Systems of Medicine and Homoeopathy as against Rs. 0.40 crores during the Ist 
Plan Period and this indicates that the Government of India is committed for the 
development of ISM&H and that the Plan provisions have consistently been 
increased in successive Plan periods. Government have created a parallel 
infrastructure in ISM&H to what is available with. modern medicine. There is a 
separate department for ISM&H with, of course, myself as its Secretary. There ‘are 
National Institutes for Ayurveda at Jaipur, and for Homeopathy at Calcutta. For Unani 
system at Bangalore and for Siddha system at Chennai are on the anvil. There are 
different councils for Research in these systems including Yoga and Naturopathy. 
There is a Central Council of Indian Medicine and Central Council of Homeopathy 
for regulating the educational standards in these systems. There is the Rashtriya 
Ayurved Vidyapeeth for taking care and maintaining the traditions of practices in 
ayurveda. There are pharmacopoeia Committees for ayurveda, unani, siddha and 
homoeopathy with laboratories at Ghaziabad working for laying down standards to 
drugs of these systems. 


The Department of ISM&H have various schemes for strengthening of colleges 
of ISM&H, for updating the knowledge and skills, for development of medicinal 
plants, their agro-techniques, for drug standardisation and for extra mural research. 


The Department of ISM&H had taken up for studies on healthy aging which 
includes problems of menopause and osteo arthiritis in women. 18 Grama Arogya 
Kendras for ISM in 4 districts from 4 States were set up in backward and rural 
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areas with grants from WHO. Drugs of ISM were advised to be included in 
anganwadi kits. Quality control studies are underway for including 7 ayurvedic and 


5 unani drugs in anganwadi kits. 


20 lectures are made compulsory on maternity and child health in all 
reorientation programmes. About 100 such programmes were conducted in the last 
2 years. Essential drug list in ayurveda was published by the Department as a 
guideline for making available these drugs in all dispensaries. These drugs include 
many aspects of RCH. Rashtriya Ayurveda Vidyapeeth had published a book on 
Ayurveda concepts of healthy mother and happy child which is distributed to you 
along with a few brochures. 


Another important area is the development of Medicinal Plants used in the 
Industry of ISM. The Task Force on Medicinal Plants of Planning Commission had 
identified international market of medicinal plants and their related trade to the 
extent of US $ 60 billion per year, of which India’s export is around Rs. 447 crores 
only. Large deforestation coupled with failure of efforts for propagation resulted in 
acute scarcity of certain medicinal plants. For looking to various aspects of 
development of medicinal plants including their cultivation through better agro- 
techniques, the Cabinet had approved on 2nd November, 2000 for setting up of 
Medicinal Plants Board. There is a wide scope of generating employement for 
women in developing and harvesting the medicinal plants. 


Summarising the whole issue, | presume that the need of the hour is to 
educate girls in their high school on traditional concepts in RCH topics. Special 
emphasis may have to be given on topics relating to rearing up of children. There 
is need to educate them on 20-30 common local medicinal plants which can 
effectively be used as home remedies. There is every need to preserve our tradition, 
culture and family ties while we advance ourselves in modern world. 


With these words | congratulate Smt. Shanta Reddy for taking up this mission 
on women empowerment in relation to health and traditional medicine and wish 
the deliberations to come out successful that could be implemented positively. 


| once again thank all of you for your patient hearing. 


Thank you. 
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HEALTH AND NUTRITIONAL STATUS OF WOMEN AND 
ADOLESCENT GIRLS IN INDIA 


Kamala Krishnaswamy, Director and Rameshwar Sarma K.V., Deputy Director 
National Institute of Nutrition Jamai-osmania, Hyderabad-7 


Introduction : 


Women of childbearing age constitute a vulnerable segment of population 
because of their special needs in connection with the reproductive function. 
According to the 1991 census, there are 177 million women in childbearing age 
constituting about 21% of the total population. Estimated total fertility rate (TFR) in 
the reproductive span of women (15-44 yr.) in India is about 2.47 and mean 
number of children born is little less than 3. As per the SRS 1996, the Maternal 
Mortality Rate (MMR) in the country is 420 though UNICEF quotes a figure of 453. 
According to Global Database! the prevalence of low birth weight (LBW) in India 
is 30%. 


Adolescent Girls constitute about 7% of the population in India and 2.3% of 
them get married before the age of 18 years. An average woman in India is 
estimated to spend a greater part of her reproductive years in pregnancy and 
lactation. Chronic maternal under nutrition and over work among the women of low- 
income group poses a serious threat to the welfare of the mothers and infants. 


Sex Ratio : 


Sex ratio (number of females per 1000 males) in developed countries favors 
women since they are biological the stronger sex. In India, it continues to be the 
reverse. For every 1000 men there are less number of women. In fact, the sex ratio 
has declined from 933 in 1981 to 929 in 1991° (Fig. 1). Persistent declining trend 
in sex ratio over the decades indicates a disturbing trend in disparity in survival 
of men and women in the country. ‘Role of female infanticide, poor health seeking 
behavior in women, and nutritional deficiencies need to be studied in greater depths 


to understand the undesirable trend. 
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Maternal Mortality (MMR) : 


Maternal deaths are caused by direct causes arising from complications of 
pregnancy, delivery or their management, or indirect causes because of an existing 
abnormal condition aggravated due to pregnancy or childbirth. There is a 
widespread disparity in the MMRs between developed and developing countries (Fig. 
2). Even in India, there is variation in the MMRs (Fig. 3). A variety of factors could 
be responsible for this variation. India’s maternal mortality rate as mentioned earlier, 
estimated at 400-500 per 100,000 live births, is about 50 times higher than that 
of industrialized Countries. There is no figure for maternal mortality rate for the 
‘country which can be considered reasonably conclusive, more so because levels as 
high as 13 have been noted in certain rural areas. The actual risk of Indian women 
dying from maternity related causes would be far more than what the comparative 
rates between India and the industrialized countries would suggest because of her 
larger number of pregnancies (five or six compared with one or two in industrialized 
countries). Maternal age and parity have a strong effect on maternal mortality. A 
women giving birth to children at the optimum age 20-35 years faces a much lower 
risk than women below 20 and over 35 years do. The level of risk from this factor 
alone can be inferred from the fact that an estimated 8 percent of around 26-27 
million annual births in India are on account of mothers below 19 years. It is 
observed that maternal illness and deaths rise significantly with the fourth pregnancy 
and reach high levels after the fifth. In India, as in many developing countries, 
maternal mortality accounts for the largest or near largest proportion of deaths 
among women in their prime years. The percentage distribution of deaths by causes 
related to childbirth and Pregnancy in rural India is given in (Fig. 4). 


Other major causes such as toxemia and septicemia reflect the inadequate 
health care available to women during antenatal, infra-natal and post-natal periods. 
The share of deaths from toxemia and Puerperal sepsis is higher in the 15-24 years 
age group. The threat from abortion, anemia and bleeding, the latter two being 
inter-related, are also causes for high MMR. These young women are thus 
particularly vulnerable to maternal deaths in addition to delivering low-weight babies, 
which in turn increases IMR. It is estimated that out of half a million maternal 
deaths in the world each year about 20 percent are in India - the highest number 
in any one Country. 
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Socio-economic Status : 


Socio-economic status plays an important role in the causation and 
perpetuation of the poor nutritional and health status of the population in the 
country. In spite of the adequate amounts of food grains in the country, many of 
the sections of the population (especially those below poverty line) cannot afford 
to buy required quantities of foods leading to food-insecurity. Besides, other pressing 
demands in the households relegate the rightful priority on health and nutrition to 
insignificant lower position. The lower literacy level in the country, more so in 
females (only 39.3%_literate) contributes to lack of awareness to health and nutrition 
needs of themselves and their family members. Low literacy levels in the community 
are also promoting several misconceptions with knowledge, attitude and practices 
with regard to food and nutrition viz., feeding of the newborn, feeding of colostrum, 
infant feeding practices etc. 
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Literacy : 


Though the female literacy levels have increased from 8.9% in 1951 to 39.3% 
in 1991 in the country, the female literacy levels are still very low (1991 Census). 
The literacy rates for females for the year 1991 in age’s seven yr. and above is only 
39.3% (Fig. 5). In many of the situation analysis with regard to nutrition and health, 
female literacy stands out as the most significant contributing factor. 


Dietary Intake : 


The principal cause for under nutrition is of course inadequate dietary intake. 
The mean calorie intake is around 2000 Kcal, as against the RDA of 1875 Kcal. 
However there are about 23% of women who consume cereals and millets, less 
than 70% of the RDI?4. In terms of energy, nearly 11% women consume less than 
70% of RDA. Indian women need to spend more energy in daily household chores 
like fetching water and fuel from considerable distance from their homes. Most 
women help their husbands in agricultural operations. This indeed increases the gap 
between their dietary needs and the actual consumption. This phenomenon increases 
in situations of increased demands in certain physiological situations like pregnancy 
and lactation. (Fig. 6, 7) The dietary intake in pregnancy even to-day gets restricted 
due to certain false beliefs that increased size of the baby due to usual dietary 
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intake can cause difficulties at the time of delivery. Hence, pregnant women tend 
to reduce their dietary intake. The mean dietary intakes to pregnant women in India 
indicate that their intake falls considerably short of requirements with regard to both 
micro and macro-nutrients. It is seen that 23% pregnant women consume <70% 
RDA of energy, 30% consume proteins <70% of RDA. When it comes to 
micronutrients majority of pregnant women consume <70% of RDA of several of the 
micronutrients like vitamin A (82%), riboflavin (66%) and iron (93%) (Fig. 8). 
Lactating women also do not consume adequate amounts of diet to provide for 
their increased needs. The intake usually falls short of the requirements. Restrictions 
on dietary intakes prevail. It is seen that 20% of the lactating women consume 
energy and protein <70% of the RDA. While in the case of micronutrients, most of 
them <70% of RDA - vitamin A (90%), riboflavin (59%) and iron (82%) (Fig. 9). 
Owing to the increased demands of growth in adolescence, the dietary intakes of 
adolescent girls also fall short of the RDA. Computation of dietary intake in 
adolescent girls shows that 25% of them eat <70% of the requirements of energy; 
and 15% consume proteins less than 70% of the RDA. In the case of micronutrients 
adolescent girls consume <70% of RDA of vitamin A (84%), riboflavin (65%) and 


iron (36%). (Fig. 10). 
Major Nutrition and Health Problems of Women in Reproductive Age : 


Under nutrition : The story of under nutrition in women starts right from 
birth. The birth weight of newborn females is known to be less than the newborn 
male.” Several small scale studies point out that the velocity of growth in girls is 
lower compared to boys, though large scale studies like NNMB and NPI do not 
subscribe to this hypothesis. 


Adolescent Malnutrition : The extent of under nutrition is high in adolescent 
(10-17 years) girls. According to standard deviation classification 35.7-45.3% have 
body weights less than median-2SD. Similarly, with regard to height, there are 32.5- 
46.7% girls measuring heights less than median-2SD (Table-1). 


Under nutrition in Adult Women : This story continues in adults and most 
importantly in women of reproductive age. The mean body weights and heights of 
women in India vary between 42.0 and 46.0 kg. and 151.5 and 152.0 cm, 
respectively. It is to be observed that there are no major changes in heights when 
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measurements obtained in 1975-79 are compared to those obtained in 1996-97 
(Table-2). However, with regard to weight there was an increase from 3 to 4 kg. 
The Body Mass Index (BMI) in women indicates that there are 48% women in 
chronic energy deficiency (CED) category. 


Women at obstetric risk by anthropometry : Women with body weight of 
less than 38 kg and height measurement of less than 145 cm are considered to 
be at obstetric risk. Nearly 20% women were at risk when weight was considered 
and about 11% were found to be at risk if height was considered. Similar risk in 
adolescent girls was found to be even higher*® (Table-3). 


Micronutrient Deficiencies : 


Nutritional Anemia : Prevalence of anemia is quite extensive in women of 
reproductive age group. It is estimated that 60-80% of women suffer from anemia.’ 
In a recent ICMR Task Force Study undertaken in eight states anemia in pregnant 
women varied from 61% in Himachal Pradesh to 97% in Jammu and Kashmir. The 
prevalence of severe anemia in these pregnant women (hemoglobin <7 g.) was also 
high at 38% in Rajasthan requiring immediate attention® (Fig. 11). 


A startling finding in the Task Force study was the very high prevalence of 
anaemia even in adolescent girls. Ninety two percent of the adolescent girls were 
found to be anaemic and 9% of them were severely anaemic. (Fig. 12). Anaemia 
was ot the extent of 87% in the state of Maharashtra and 99% in Jammu and 


Kashmir. 


Vitamin A deficiency : The prevalence of Vitamin A deficiency also seems 
to be very high in pregnant women. Several of the recent studies in hospitals as 
well as in community have reported a prevalence of upto 5.0% night blindness in 
pregnant women. Its impact on outcome of pregnancy is not studied and 
documented.® (Fig. 13) 


The prevalence of iodine deficiency is another important deficiency disorder 
resulting in lodine Deficiency Disorders like goiter, deaf-mutism, cretinism, growth 
retardation, abortions etc. Earlier it was thought that IDDs were endemic only in 
the mountainous and hilly regions. Countrywide surveys conducted later have shown 
that the deficiency disease is endemic even in certain plain areas in the we or 
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In India iodine deficiency disorders (IDD) are found to be endemic in 235 out of 
275 districts surveyed.’ (Table 4). 


The deficiency of other micro nutrient diseases like B vitamin deficiency and 
deficiency of minerals like zinc, selenium etc., exists but the functional significance 


of these deficiencies are yet to be investigated. 


Low Birth Weight : Birth weight, an important determinant of child survival, 
is influenced by the nutritional status of the mother. The mean birth weight in India 
ranges from 2490-2970g and about 30% of newborns weigh less than 2500 g. 
There has been little change in the incidence of iow birth weight (LBW) in the past 
three decades, female infants tending to be little lighter than their male counter 


parts. 


The incidence of low birth weight is higher in the low-income group than in 
upper income group. A number of factors have been identified as risk factors. These 
include maternal age, weight, height, parity, literacy, income, weight gain during 
pregnancy, infections and pregnancy related complications. A difference of 100-150¢ 
has been observed with rising incomes and education. With increasing maternal 
heights from below 145 cm to 160 cm difference in birth weights are of the order 
of 200-400 g. Similarly, with increasing maternal weights from around 35 kg to 55 
kg differences in birth weights are of the magnitude of 100-200g. (3,4). A recent 
study showed good correlation between birth weights and BMI of mothers (Table 
5). The mean birth weight was 2500 g in women with BMI <16 (severe CED) and 
it showed a progressive increase with increase in BMI status of mothers. The mean 
birth was around 2800g in normal with BMI 18.5-25. The incidence of LBW was 
highest (53%) in severe CED and gradually declined to about 15% in those with 
normal BMI. A multi-centric study'' carried out by ICMR has identified several risk 
factors for pregnancy outcome : 


— Age of the mother <19 years and >35 years 
— Maternal weight below 40 kg. 

— Maternal height below 145 cm. 

— Weight gain during pregnancy below 5 kg. 


— _Inter pregnancy interval below 24 months 
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— Hemoglobin less than 8 g/dl. 


— Maternal illiteracy 


Infections : Acute illnesses and communicable diseases constitute a bulk of 
all reported morbidity.'* Specifically; these are non-specific fevers, respiratory 
infections, typhoid, malaria, cholera, jaundice and acute gastroenteritis. However, 
several women suffer from ear or eye problems, headache, body-ache and backache. 
In addition, there are gynaecological and reproductive tract illnesses like STD, 
bacterial vaginosis, candidiasis and infections arising out of unsafe and harmful 
practices of obstetrics and gynecology including unsafe methods of contraception, 
childbirth and abortions. HIV/AIDS is another very dangerous and serious disease 
which is spreading like wild fire very silently in the country. With a high incidence 
of active cases of tuberculosis, AIDS assumes even greater significance. In 1998 
when 3,298,238 people were screened, 74,960 were found to be HIV positive and 
5,204 cases of AIDS were reported.'? This was observed in both the sexes, occurring 
almost in all age groups, . 


It is estimated that there are 11 million patients of TB with 3-3.5 million being 
highly infectious. About 0.5 millions die because of TB each year and 2-2.5 million 
are added to the TB pool of patients annually. TB is the biggest killer of women 
in general and of women in the reproductive age group in particular. Women 
become vulnerable as natural care providers of ailing people in the family. Genito 
urinary TB most often causes infertility in women and most often the husband's 
desert these women". 


Malignancy : Cervical cancer is number one cancer in females in India 
following breast cancer. Most of the cervical cancers are attributed to HPV. However, 
unhygienic practices, multiple sexual partners and poor dietary intake of protective 
antioxidants are known to increase the risk of cervical cancer.'° Though there are 
several factors for breast cancer, nutritional factors play an important role. 


Poor Health Seeking Behavior : The high level of illiteracy and probably 
ignorance result in the poor health seeking behaviour of people, which may be a 
cause for the perpetuation of high levels of morbidity and under-nutrition in the 
country. In addition to this, the purchasing power of individuals and the households 
determines the level of utilization of health care services during the illness. In poorer 
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groups, men may use the few resources available to access medical care. Women 
may pay no attention to their own health due to their own set of priorities. There 
can be overt or covert denial of approach to health care. The behaviour of women 
in experiencing the morbidity itself may be different resulting in suppression of 
reporting the morbidity. Those who seek assistance seem to prefer either traditional 
assistance or private allopathic advice depending upon their financial status.’*’*!7' 


Occupaional Health : Review of our National Policies show that, in the 
process of planning Maternity Health of women has received the maximum attention 
of planners. Emphasis on occupational health is limited. This is reflected in the 
introduction of legislation such as Maternity Benefit Act, ESI Act, and Protective Acts 
on Hours of work, timing and work specification. Still there is overlap between 
working and living conditions of women which calls for a comprehensive policy on 
women’s occupational health. 


Environmental Degradation : There are health risks arising from environmental 
degradation like pollution, deforestation, floods, desertification, global warming, 
entertainment and liquor industry and consumerism and unsustainable life styles. The 
fragility of the environment is becoming increasingly apparent with rising levels of 
pollution all over the world. The developed countries are investing abundant 
resources through capital-intensive technologies to overcome environmental 
degradation. The less developed countries like India suffer greatly from pollution 
both due to their low capacity to invest in elimination of pollution and due to their 
becoming recipients of obsolete technologies and industrial wastes from developed 
world. In addition to this, local cooking practices using firewood, coal etc., in ill- 
ventilated kitchens adds to the problems of pollution and chronic illness. 


Health/Nutrition Services : Women have health needs but not all receive 
medical attention due to several reasons including the above mentioned. While the 
overall health facilities have expanded in terms of infrastructure, they have still not 
kept pace with the increasing needs of the growing population. Government's 
spending on health and family welfare has been steadily increasing in absolute 
terms. However, the proportion of outlay spent on health has been declining from 
plan to plan. There is a strong urban bias in utilizing the health sector budget. 


The main emphasis of health care delivery seems to be towards Family 
Planning and even these aim at achieving the targets rather than improving the 
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quality of services. Providing antenatal care is an important aspect in Family 
Planning. According to the NFHS survey - 1992 while 77% of the women in urban 
areas utilize ANC services, only 41% receive antenatal check in the rural areas. Only 
21% pregnant women received home visit from a health worker. Only 54% received 
tetanus toxoid vaccination. There are problems of supply and distribution and only 
12% pregnant women have access to iron and folic acid tablets with regard to 
anemia prophylaxis program.'? In early 1990s to improve the Maternity and Child 
Health Services, Child Survival and Safe Motherhood (CSSM) program came into 
vogue. However, it was seen that after introduction of the scheme, there was 
actually decline in the institutional deliveries. Now the program has been renamed 
as Reproductive and Child Health (RCH) program with revised objectives (Table-6). 
Majority of deliveries (74%) take place outside health facilities mostly at home with 
meager medical attention. While a few receive adequate antenatal care, even fewer 
receive post-natal care, if at all it is limited to Family Planning in willing mothers. 
Knowledge of Family Planning is nearly universal in India and most accepted 
methods is sterilization (34.2%). Knowledge and practice of temporary methods is 
poor (6.8%). Contraceptive use before first child is rare. More than 1/3rd of women 
who have ever used family planning did not initiate until they had at least four 
living children. Mean age of women at the time of sterilization is 27 years. 
Contraceptive use is more in urban areas and among literate population. Seventy 
seven percent of currently married non-sterilized women, who know of a 
contraceptive method, approve of family planning and 22% disapprove. The NFHS 
1998-99 reports 16% as unmet needs of family planning in the country.'? Health 
and Nutrition Education - one of the important programs - is known to be the 
weakest links in health and nutrition services. Evaluation of several ongoing National 
Health and Nutrition Programs have pointed out that even the functionaries 
implementing the programs at various levels are ignorant about the objectives and 
operational details of the ongoing programs. 


Supplementary Feeding Programs : An average gap of 500 K calories and 
10-15 g of protein is observed in the dietary intake of pregnant and lactating 
women. To fill this gap there is a provision to receive a supplementary food 
through supplementary feeding programs in ICDS and TINP, which generally provides 
500 kcals. and 10 g of protein daily. However, participation of women in such 
programs has been found to be poor.’*?'”* The important reasons for their poor 
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compliance were : 1. Incomplete enrollment in the program, 2. Inconvenient time 
and place, 3. Dislike of the taste of recipe (as it is common for children and 
adults), 4. Feeling shy to accept supplement along with child beneficiaries and 5. 
Beliefs that supplement causes stomach upset. Modification of the program to 
correct some of the reasons stated by the women beneficiaries like change of 
timings exclusively for women and improving the taste by adding more vegetables 
and spices enhanced regular participation of these women in the ICDS program near 


Hyderabad from 36% to 70%. 


Anemia Prophylaxis Program : Under this program, pregnant and lactating 
women receive one iron and folic acid tablet daily for a period of 100 days 
consecutively every day. For the sake of convenience, health worker distributes these 
tablets in lots of 30s. Evaluation of this program’ has revealed that only 2-26% 
beneficiaries received tablets. The main drawback in this program seems to be the 
need to consume this tablet every day and provision of regular supplies to remote 
rural areas. To make this program successful these problems need to be addressed. 
As an alternative strategy, NIN has suggested consumption of iron-fortified salt by 
communities. It may be mentioned now that technology is available to fortify 
common salt with iron as well as iodine to take of the twin problems of anemia 
and IDDs simultaneously. ”? 


Developmental Programs : Apart from the National and Nutrition Programs 
several Developmental programs are in operation simultaneously in the country with 
emphasis on ehnacing employment opportunities. The programs are Integrated Rural 
Development (IRDP), Jawahar Rozgar Yojana (JRY), Employment Assurance Scheme, 
Prime Minsiter’s Rozgar Yojana and DWCRA. 


Conclusion : To achieve the set goals of National Nutrition Policy and Health 
for All if not by 2000 A.D. at least by 2010 there is an urgent need for effective 
management of various Health, Nutrition and Development Programs. Success is 
possible only if clear, need based and specific goals are set, with constant 
innovative, practical approaches and achievable targets. The functionaries need to 
be goal oriented, enthusiastic, motivated and satisfied. This needs careful recruitment 
and vigorous orientation and frequent reorientation of all functionaries. There is also 
need for tight financial control, sound financial system, refined costing of any 
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program with efficient procurement system. Last but not the least, there is every 
need for continuous collaboration with the community .and their active involvement 
with greater empowerment of women in all of these programs. 
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Table - 1 
Distribution of Adolscent Girls according to Stunting and Under Weight 


(years) (<Median - 2SD) (<Median - 2SD) 


14+ 


Table - 2 
Mean Anthropometric Measurements of Adult Females (NNMB) 


Age (years) 


= 

eet tes tists | wee | me _| 
ee ie es a 
So ey a ae a 


Source : NNMB Reports 1975-79, 1996-97, NIN, Hyderabad. 
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Table - 3 
Percentage of Rural Women at Obstetric Risk 


Group (years) N Height 
(< 38 Kgs) (< 145 cms) 


Pee | oat ae 


Source : NNMB Reports 1975-79, 1996-97, NIN, Hyderabad. 


Table - 4 
Prevalence of lodine Deficiency Disorders & Status of National Iodine 
Deficiency Disorders Programme in Different States/UTs of India 


Total No. No. of No. of 
of District District Districts 


Surveyed Endemic 


Total No. No. of No. of 
of District District Districts 


Surveyed Endemic 


Manipur 


Meghalaya 


* includes 7 Districts from 3 states not surveyed 
Source : Tiwari & Malhotra (1998)? 


Table - 5 
Birth Weight Status according to BMI of Mothers 


cep I |) (CED I CED | Normal | Over Wt. | Obese | 
< 16 1617 | 17-185 | 185-20 | 20-25 25-30 > 30 


Mean birth 2410 2573 2653 2771 2812 2972 2956 
weight (g) 
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Table - 6 
Components of CSSM and RCH 


For the Children 


For the Children 


Essential new born care Essential new born care 


Referral of babies with complications 


Appropriate management in diarrhea Encouraging exclusive breast feeding for 3 
months 


Appropriate management of ARI Starting of Weaning by 4th month 


Vitamin A prophylaxis Immunization of every child with BCG, DPT, 
Polio and Measles 


Prevention and treatment of anemia 100% immunization of pregnant women 
with tetanus toxoid 


Antenatal care and early identification Three compulsory ANCs 
of maternal complications 


Deliveries by trained personnel Deliveries by trained personnel 


Promotion of Institutional deliveries Institutional deliveries for women with 
complications 


Management of obstetric emergencies Referral to first referral units for obstetric 
complications 


Birth spacing 


Referring patient with S T D and 
Reproductive tract diseases 


Counselling of Adolescent girls about family 
life and reproductive health 
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Fig. 1 
SEX RATIO 
(FEMALES PER 1000 MALES) 


1901 1911 1921 1931 1941 1951 1961 1971 1981 1991 


FIG. 2 
- MATERNAL MORTALITY 


African regions Africa 
American Regions 

South East Asia 

European Regions Europe 
Eastern Mediterranian Regions 
Western Pacific 


GRS8BB 


MMR (Per 100,000) 
Source : The World Health Report, 1999 


FIG. 3° 
MATERNAL MORTALITY RATE BY MAJOR STATES AND ALL INDIA 


Source : UNICEF, The progress of Indian states New Delhi, 1995 
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Fig. 4 
PERCENTAGES OF DEATHS BY CAUSES RELATED 
TO CHILD BIRTH AND PREGNANCIES 
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Source ; Govt of India (1999), Health Information of India (1993) 


Fig. 5 
LITERACY RATE IN FEMALES (7 yrs and above) 
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PERCENTAGE OF WOMEN CONSUMING FOODS < 70% OF RDI 
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FIG. 7 
PERCENTAGE OF NPNL WOMEN CONSUMING NUTRIENTS <70% OF RDA 
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FIG. 8 
PERCENTAGE OF PREGNANT WOMEN CONSUMING NUTRIENTS <70% OF RDA 
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FIG. 9 
PERCENTAGE OF LACTATING WOMEN CONSUMING NUTRIENTS <70% OF RDA 
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FIG. 10 


PERCENTAGE OF ADOLSCENTS GIRLS CONSUMING 
NUTRIENTS < 70% OF RDA 
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PREVALENCE OF ANAEMIA PREGNANT WOMEN 
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FIG. 12 
PREVALENCE OF ANAEMIA IN ADOLESCENT GIRLS 


[™) Normal > 12 g/dl PH Mild 10.0-11.9 g/dl 
(=) Moderate 7.0-10.0 g/dl Severe <7.0 g/dl 


Fig. 13 
PREVALENCE OF NIGHT BLINDNESS IN PREGNANT WOMEN 


EMPOWERMENT OF WOMEN WITH SPECIAL 
REFERENCE TO HEALTH 


Prof. Geervani 


Ill health and malnutrition among women continue to be serious problems in both 
Rural and Urban India, leading to high morbidity and mortality. Ili health related to 
reproductive function remains as one of the most important obstacles to women 
development. Empowerment of women has been taken up seriously over the last 
decade, but the approach has been linear. Some progress has been made through 
policy interventions for social, economic, legal and political empowerment. All this is 
meaningful for a healthy woman because she is energetic, active, has endurance and 
therefore healthy women enjoy empowerment more. Less healthy women are less 
efficient, least productive in socioeconomic and political endeavors. 


Empowerment of women in different aspects has been brought in through 
knowledge, information, training, increased access to resources and services, 
constitutional amendments, legal acts, and through policy interventions. Although the 
national health policy, pointed at the need to establish comprehensive health service 
to women and children who are the vulnerable groups of society, health status of 
women is lower than that of men. 


India had very rich traditional health systems, which came from women of the 
family over generations. In any family women are the providers of health care. Besides 
this women prepare the meals for the sick and feed the sick, care for the disabled at 
home, take care of children, take children for immunization and curative care. It is the 
woman who teaches the children personal hygiene and sanitation and lays the 
foundation for knowledge on health. Women bear the brunt of family planning. Women 
also form the majority of professional health workers from Dais to Doctors. Yet the 
status of women’s health is lower than that of men in all states of the country. 


From the post independence period traditional knowledge of health got eroded 
with development of allopathy. In addition migration to urban areas and breaking up 
of joint-family system increased dependence on outside resources. Allopathic is 
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substituted in place of home remedies even for small and simple problems. Health 
services in India are a joint effort of Government, private and non-Government sectors. 
At present NGOs have taken bigger role in providing basic or primary health services. 
While private sector has expended the services, it is not affordable for majority of the 
low and middle income in unorganised sector and farm families. NGOs are unable to 
maintain effective quality services because of several constraints, the major constraints 
being well-trained personnel and financial support. 

While policies are macro level statements the realisation of the objectives has to 
come from micro level changes. The gap between macro level policy and micro level 
receiver constitutes the implementation of programmes. Improvements in health care 
services of low income women has been specially through MCH programmes, ICDS 


programmes etc. 
The health problems of women can be Categorised as 


a. General problems caused due to infection, which are common to all. 


b. | Reproduction related health problems like anemia, toxemia, uterine prolapse, 
infertility, abortion, and others. 


c. Occupation and environment related health problems. 
d. Nutritional problems. 


e. Emerging problems such as STD, AIDS etc. 
Health programmes can be broadly classified into 


a. Primary health care programmes. 
b. Preventive care programmes. 
c. Curative care programmes. 


d. Location specific programmes. 


As a consequence of health care programmes India has achieved higher life 
expectancy, but sex ratio continues to be lower because of inadequacies in the services 
offered to women’s health problems. Secondly those women whose life expectancy has 
increased do not have good health to be active. The utilisation of existing services is 
also lower by women than men in all states. Health policy is formulated to expand the 
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facility to every village, but the policy did not go that far enough to meet to needs 
of POOR, POWERLESS, PREGNANT WOMEN, partly became of implementation 
difficulties. Another important factor for low utilisation is the social distance between 
the health care providers and the people. It is at this interface that NGOs can play a 
very dynamic role. The quality of services offered also is a matter of great concern, 


Causes for poor utilisation of health services by women : 


;: 


Pp Ge w & 


Poverty. | 
Heavy workload and drudgery. 


‘Low priority of self. 


Lack of awareness and confidence. 
Poor communication and transport facility. 
Inadequate guidance and support from the family to approach health care services. 


Responsibility of childcare and household. 


Even though traditional Indian system has been taking care of health problems 


in early stages, owing to knowledge erosion and explosion of media, dependency on 
services available at PHC has increased. This meant extra time and effort on the part 
of women. 


How do we empower women? 


1. 


Improving existing health care with the support of NGOs and effective community 
participation. 


Providing subsidy for health care received from specialised and/or private 


Institution. 

Revival of traditional health system and reinforcement of household level care. 
By bringing changes in knowledge, attitude and practices of women in relation 
to health. 

Socio-economic development. 


Appropriate policy intervention. 


The goals that have been set in 1985 for 2000 for achieving health for all have 


not been fully accomplished. 
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TABLE- 1 


Goals for Health and Family Welfare Programmes (annexure): 


Actions required for empowering : 


Facilities available at PHC and MCH need to be improved. 

Paramedical staff training needs to be strengthened to improve the quality of 
Service and also for treatment of minor ailments. 

Well trained Health workers who can manage to treat can be substituted where 
ever it is difficult to post doctors. 

Maintain regular supply of good quality medicines and other requirements. 

A big attitudinal change need to be brought in health personnel posted in health 
center to care for the problems of women with understanding and sympathy. 
Efficient referral services to be provided. : 

Working hours of PHC, MCH to be made to suit women especially in rural areas. 


In locations where there are no facilities for specialist medical care for the poor, 
health care cost provided by private sector should be subsidised by the 
Government. 

In every private hospital certain minimum number of beds to be allocated 
exclusively to the poor women and treatment provided free of cost. It should be 
made mandatory and made known to women so that they can demand the 
service. 


Some of the good traditional practices to be identified and promoted to reduce 
costs of health care. 


To identify early signs of diseases and initiate home remedy. 
To identify at risk situations. 


Indian systems to be integrated with allopathic. 
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a Clearly defined steps to bring changes in KAP. 
b. | Multistrategic communication. 

c Sustained communication messages and lessons in school. 

d. Effective use of Radio and TV. 

e. General health and nutrition education through regional language news papers. 


Clearly defined messages, positive and action oriented-through mass media. 


V. 

a. Economic empowerment and development supported by nutrition education 
coordinated with health services. 

Vi. 


a. Explicit policy is needed in case of specific health problems of women including 
communicable diseases. 

b. There should be focus on problems of school age girls, adolescents, young adults, 
aged who also form an important segment. 

‘. Health policy to be linked with environment policy for sustenance of health in all 
regions and at all stages. 


ROLE OF NGOS: 


Even though Government provides a large part of the health services available 
in the country, the NGOs have played an important role. Over the years Government 
has recognised this fact and has been making efforts to stimulate and stream line this 


role. 


Organised efforts have to be made in order to fully utilize and assist in the 
enlargement of services being provided by the NGOs active in the health field. This 
emphasis included expanding the coverage of the existing organisations. The contribution 
of NGOs depends a great deal on the level of commitment, flow of funds and the mix 
of activities. In order to widen possible source of funding, the degree of attention to 
health gets reduced. NGOs providing only health services are very limited. 
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NGOs are reportedly more successful in providing the poor with health care 
services that have greater impact. They are able to achieve considerable improvement 
in health status at the current level of socio-economic development also. Factors 
contributing to their success seem to be women health workers at the village level, a 
high level of community participation and integration of other developmental activities 
without using more resources than what the Government uses in its programmes. 


NGOs have played significant role in developing alternate models as well as 
providing low cost and effective health care. They have been able to develop village 
based health cadres, appropriate educational material and technology. NGOs have a 
special advantage of integrating socio-economic development with health support. NGOs 
can introduce innovation at National level, what NGOs need is a facility for training 
paramedical staff and extension workers, good system of monitoring and management. 
They can play the role of good change agents by bringing awareness. They can be 
good resource centers for information on health. They can enlist greater participation 
of the communities, and are capable of bringing attitudinal change, because of the 
approach at grassroots level. 


Women health workers would be able to make more effective contribution 
provided they are trained well and compensated adequately for the quality of service 
rendered. 


Table-1. Goals for Health and Family Welfare Programes 
Set in 1983 NHP 


SI. Goals 
No. Indicator Current level 1985 1990 2000 
ee de "23 int 5 6 
|. Infant mortality rate Rural 136 (1978) 122 
Urban 70 (1978) 60 
Total 125 (1978) 106 87 below 60 
Perinatal mortality 67 (1976) 30-35 
2. Crude death rate Around 14 12 10.4 9.0 
3. Pre-school child 
(1-5 yrs.) mortality 24 (1976-77) 20-24 15-20 10 
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Sn tattle elias Rai Bi a 
4. Maternal mortality rate 4-5 (1976) 3-4 2-3 below 2 
5. Life expectancy at birth (yrs.) Male 52.6 (1976-81) 55.1 57.6 64 
Female 51.6 (1976-81) 54.3 57.1 64 
6. Babies with birth weight 
below 2500 mgs. (percentage) 30 25 18 10 
Crude birth rate Around 35 31 27.0 21.0 
8. Effective couple protection 
(percentage) 23.6 (March, 82) 37.0 42.0 60.0 
9. Net Reproduction Rate (NRR) 1.48 (1981) 1.34 1.17 1.00 
10. Growth rate (annual) 2.24 (1971-81) 1.90 1.66 1.20. 
11. Family size 4.4 (1975) 3.8 2.3 
12. Pregnant mothers receiving ? 
ante-natal care (%) 40-50 50-60 60-70 100 
13. Deliveries by trained birth 
attendants (%) 30-35 rysteel 80 100 
14. ~ Immunisations status (% coverage) 
TT (for pregnant women) 20 60 100 100 
TT (for school children) 
10 years 40 100 100 
16 years 20 60 100 100 
DPT (children below 3 years) 25 70 85 85 
Polio (infants) 5 50 70 85 
BCG (infants) 65 70 80. 85 
DT (new school entrants 5-6 years) 20 80 85 85 
Typhoid (new school entrants 5-6 years) 2 70 85 85 
15. Leprosy - percentage of disease 
arrested cases out of those detected 20 40 60 80 
16. 1B =— percentage of disease arrested 
cases out of those detected 50 60 75 90 
17. Blindness - Incidence of (%) 1.4 t. 0.7 0.3 


POPULATION POLICY AND REPRODUCTIVE HEALTH 


Presentation of POP Policy at Tirupathi by Ms. B. Bhamathi, 
Gender Adviser, UNFPA 


The National population policy, which is seminal to a gender sensitive health and 
population policy, has provided the enabling policy environment for a women-friendly 
approaches to health has come into being. It has clearly recognised the umbilical cord 
of population issues has to do with population, gender and development and not with 
FP nor with population stabilisation per se. Although the policy does not use the human 
rights language, there is underlying reinforcement of women’s sexual and reproductive 
rights which would lead to expected impact on fertility, and reduction in IMR, MMR 
and morbidity. It is a move in the humane direction. 


Gender Sensitization of Health -Care Services 


The expectation now is on the implementation of the policy and the ways gender 
equality and equity in health can be achieved. To implement the quality of care 
framework, which the policy has assiduously looked into, to implement laws favouring 
raising age at marriage, to restore a more equitable sex ratio, we need to change mind 
sets of health care providers, whether they be men or women, irrespective of 
hierarchies. Minds steeped in patriarchy can defeat the best policy prescriptions and 
continue to use women’s fertility control to control populations. Action should therefore, 
relate to Gender training to all health-care providers to position women’s health/RH as 
a gender issue. In other words, our health systems, which have human resource need 
to be converted into humane resources. Gender training entails that transformative 
process that can make the policy self-fulfilling-because it means that quality of care is 
not clinical ‘care, but ‘care’ as in ‘caring’. It means that those who hold the key as 
gate- keepers of the health systems are those who seek care and not those who 
provide care. 


Male Involvement 


Male responsibility cannot also be limited to use of contraceptions. Experience has 
shown that fostering male female partnership in family and workplace, better inter- 
spousal communications hold the key to behavioural change. Acceptance to 
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contraceptive methods is often one of the outcomes of that behaviour change. A more 
comprehensive approach to male participation and reinforcing male responsibilities would 
not only mean greater sharing in vasectomy and condom use, but would mean greater 
emphasis on couple counselling, holding couple melas, participation of men in ante 
natal, intra natal and post natal care, encouraging presence of men at the time of 
delivery, removing the gender divide in the functioning of male and female health 
workers, compulsory family life education for adolescents in and out of schools. 
Institutions and systems in society and especially work place are dominated numerically 
and otherwise by men and hence policies are gender blind or gender neutral or gender 
discriminative. Hence male participation means bringing more women into the organised 
workforce and providing the supporting environment for childcare etc. The policies also 
need to address itself to research for giving priority to women-controlled and safe 
methods. 


Gender-Based Violence 


Violence has important implications for RH and Population Policies. Addressing 
gender-based violence, as public health issue is ultimate to the recognition of women’s 
sexual and reproductive rights. Equipping the health systems to identify and manage 
violence is of critical importance. Let me give you a few examples of the links between 
violence and RH. | 


RH Consequences of Violence 
a Violence against a pregnant woman causes miscarriage or prenatal death 
3 Gender violence cause maternal deaths 


* Strong associations between pelvic pain and violence by male partners 


* Sex of the baby could determine improvement or deterioration of current conjugal 
relationship 


. Initiation of sexual relations soon after delivery has been experienced as a form 
of violence by women 


* Nonconsensual sex makes it difficult to negotiate condom use. This puts women 
at the risk of unwanted pregnancy, HIV AIDs & STIs, unsafe abortion, 
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Fear of male reprisal is often a barrier to use of family planning Women’s demand 


for contraceptive is a personal insult 


Unwanted pregnancy can be life-threatening, if women seek illegal abortions — 


* Causes damage to mental health 
: Peak age of suicides between 15 to 29 (reproductive span) 


° Women suffering violence twice as likely to seek prenatal care during the III 
trimester than non-abused women 


a Lower age of first intercourse leads to greater gyn morbidities 
Reappearance of Incentives/Disincentives 


There are no direct incentives/disincentives proposed in the National Population 
~ Policy (NPP) and the GOI must be congratulated for resisting pressures to include them. 
It is however a matter of concern that incentives, and disincentives have raised their 
ugly heads in some of the state level policies. This is a matter of great concern and 
every effort must be made to ensure unequivocal and unambiguous acceptance of 
voluntarism as against anything that may be remotely suggestive of coercion. Incentives 
and disincentives based on fertility is unethical in country of non-provident maternities. 
They are no answers to reduce multiple pregnancies, unwanted pregnancies. They are 
dangerous when we have no safeguards and accountability frameworks built-in to 
prevent the coercion at ground level against women, especially the poor accompanied 
by an inability to distinguish between consent and coercion. 


The NPP states that there would be some promotional and motivational incentives 
at the community level. These are not for sterilisation but have been linked to poverty, 
delayed marriages, ante natal care and delivery, birth registration, immunisation, birth 
of girl child etc. Cash incentives and health insurance for individual and as well as 
rewards in the form of roads, schools etc. to panchayats and ZPs are proposed. The 
ethics of rewarding people below the poverty line; whether through health insurance 
or other wise means that we reinforce mindsets among providers and politicians that 
large populations are perpetuated by the poor and who consume the larger share of 
the resources and then there is therefore little left for development. We know for sure 
that the fact is to the contrary. 


76 


Denial of benefits, such as, housing loan concessions, rural development loans, 
land allotments, as well as subsidised food grains and kerosene as mentioned in some 
state policies will actually shrink livelihoods, and limit opportunities for economic 
improvement-just the factors which have contributed to upward looking demographic 
trends in some southern states. Family health surveys have recorded that in general 
fertility rates of over 3 children per woman were in the following category: 


° The illiterate and those with less than middle school education 
* Religious minorities 


° SC/STs/Rural poor 


These are the very sections who most require safety nets and those who will lose 
their access and entitlements formally to the PDS for the extra child are those who in 
fact have never*been able to claim it for one reason or the other. 


Despite the over arching humane and anti coercive tone of the NPP, many of the 
state policies have actually indulged themselves to favour disincentives. Disincentives 
and penalties violate people’s individual and.rights and freedoms. In India, where there 
is a strong son preference, such restriction will invariably promote discrimination against 
the girl child in the most heinous forms that we know, namely foeticide and infanticide. 
This would aid and abet a vicious demand and create a market for reproductive 
technologies to deliver those very services which law has declared illegal in order to 
wipe out the unwanted and retain the wanted. Are we not negating in the same 
breath, the legislative intent of the act. 


The 2 child norm applicable to men and women debars them from contesting 
elections and holding elected office is only apparently non discriminatory. The 
application of it could actually be discriminatory. Since women are. perceived to be the 
means of biological reproduction, it means that disqualification would make women’s 
reservations less meaningful as choice of candidates would get restricted. The selection 
would side step selections based on merit and capacity or efficiency. How do we 
ensure equitable implementation of the norm when we do not have any tracking system 
for births, deaths, marriages, remarriages and divorce (existing and potential). In a 
country of man-made maternities, literally and figuratively, it is unfair to make women 
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at the receiving end of this law. The norm also violates the rights of the unborn, who 
has an inalienable and universal right the moment it is born. 


The 2 child norm was also justified by the High Court of Punjab and Haryana in 
Fazru, Member Panchayat Block Ferozepur Jhirka and another vs State of Haryana (1998) 
and others on the ground of checking the menace of a growing population. In Smt. 
Saroj Chotiya va State of Rajasthan and others (1998) justified this as a reasonable 
restriction from a similar perspective. Other court orders worth viewing in this context 
for judicial perceptions supportive of control are State of Haryana va Santra (2000), Smt. 
Gaganprava Beghuria vs State of Orissa (1997), Raj Kishore Swain Vs Govt. of Orissa 
(1999), Nirmal Kumari Lal vs State of Orissa (1996). 
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GLOBALISATION/LIBERALISATION/PRIVATISATION 
POLICY — IMPACT ON SOCIO-ECONOMIC RIGHTS WITH 
RESPECT TO WOMEN’S HEALTH 
Sub-Theme : CULTURAL DETERMINANTS OF WOMEN’S HEALTH IN INDIAN SOCIETY 


Prof. Nirupama Prakash, Ph.D. Mrs. Kiran Soni Gupta, LA.S. 
Group Leader, Humanistic Studies Group Member Secretary 
Coordinator, Hospital & Health Systems Management Rajasthan State Women’s 

Birla Institute of Technology & Science Commission, Lal Kothi, 

Pilani - 333 031 (Rajasthan) Tonk Road, Jaipur (Rajasthan) 


In 1991, in response to a crisis: of foreign exchange management related to the 
Gulf War situation, the Indian Government introduced a whole package of economic 
reforms which abolished the control and permit system almost completely. The 
achievements were highly significant. The growth rates after the halting achievements 
of the initial years picked up significantly, climbing up to more than 7 per cent in the 
last three years of the Eighth Plan. Similar was the achievement in the growth of 
exports and foreign exchange reserves when, for the first time in Indian history, there 
was a rapid increase in the flow of foreign direct and portfolio investment. The rate 
of private investment increased very significantly, by almost 17 per cent a year, in the 
last three years of the Eight Plan. There was also a significant increase in the savings 
of public enterprises as well as the private corporate sector. The economy set itself on 
a long term growth path of atleast 7 per cent which may be regarded as a great 
achievement (Karlekar Hiramay, 1998). 


The liberalization that has occurred has led to considerable expansion of exports 
in some sectors and substantial improvement in the foreign exchange balance. It also 
led to a remarkable international response — involving a buoyant investment interest 
and high financial rating of the new economic policies (Jean Dreze & Amartya Sen, 


1996). 


Yet the development performance of the Indian economy remains quite moderate. 
The year-to-year growth of GNP. and GDP can move up rapidly but the country remains 
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handicapped economically and socially by its overwhelming illiteracy, backwardness in 


health care, undernourishment and gender inequality. 


The persistence of sharp gender inequalities in many different forms is one of the 
most striking aspects of Indian economy and it yields disparities in well-being as well 
as differences in power and decision-making authority. 


The most telling expression of gender inequality of well-being is to be found in 
the low female-male ratio in India and the ‘high proportion of ‘missing women’ whose 
absence can be attributed to differential care including medical attention. 


Gender inequality does not decline automatically with the process of economic 
growth. The cultural and socio economic environment affects ‘women’s exposure to 
disease and injury, their diet, their access to and use of health services. 


In this paper effort has been made to highlight the cultural issues prevalent in 
Indian society that have influenced women’s health in India over a period of time. 


Culture is defined as all the beliefs, behaviors and products common to members 
of a particular group. These include the values and customs that we hold in common 
to others, the language that we speak, the rules we follow, the tools and technologies 
we use to make things. The focus in this paper will be on the non-material culture. 


Health can be defined as a state of mental, physical and social well being. There 
should be interplay of psychological, physiological and sociological factors in a person's 
sense of well-being (Appelbaum and Chambliss, 1995). 


In the first part of the paper, emphasis has been laid on understanding of Indian 
culture that influenced the: status of women and in the second part the same has been 
linked to her health status. 


The status of women in any civilization shows the stage of evolution of which 
the civilizatin has arrived. The term ‘status’ includes not only personal and proprietary 
rights but also duties, liabilities and disabilities. In the case of an Indian woman, it 
means her personal rights, proprietary rights, her duties, liabilities and disabilities vis- 
a-vis the society and her family members. 


With regard to the status of women in Indian society at large, no nation has held 
their women in higher esteem than the Hindus. Perhaps, no other literature has 
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presented a more admirable type of woman character than Sita, Maitriya, Gargi. The 
Indian civilization has produced great women ranging from Brahman vadinis (lady Rishi) 
to states woman, from ideal wife to warrior queen. It dates back to thousands of years. 
Hindu mythology witnesses that the status of Hindu woman during the vedic period 
was honourable & respectable. The marriage was regarded as sacrosanct and the family 
ideal was high. The woman on marriage acquired an honourable position and 
considerable status. There are references, which indicate that, equal social and religious 
status was allowed to boys and girls in Vedic society. 


Boys and girls had equal opportunity for advanced education. The girls also spent 
early years of their life in brahamcharya ashram after observing Upanyana Sanskara for 
study of Vedas. It was thought necessary for girls otherwise automatically they would 
be reduced to status of Shudras. They could quit before recommended period of 
brahmacharya ashram as they were married at 16/17 years of age. They were then 
called Sadyovahas. If she continued her studies, she was called Brahma vadini. 


Attainment of women in intellectual field is to be inferred from the fact that some 
of the hymns are attributed to female Rishis. They were on the same footing as men. 
They learnt the Vedas, were entitled to recite the Vedas and they were teachers as well 
as learners. They were poetesses, teachers and intellectuals of the day. 


Marriage was on established Institution in the Vedic Age. It was regarded as a 
social & religious duty; it was not taken as a contract. The husband-wife stood on equal 
footing and prayed for long lasting love and friendship. There was no tradition of child 
marriage prevailing in Vedic society. Wishes and choices of girls in the settlement of 
their marriage are also a strong indication of their status in society. The bride had the 
right of selecting her own consort. This custom was known as Svayamvara — Self- 
choice. Manogamy normally prevailed in Vedic age and this indicates high status of 
women in this period. Widows were allowed to remarry if they so desired. 


In the Vedic era, women had sufficient freedom of going to attend fairs, festivals, 
and asemblies. They were not confined to four walls of their family houses. There is 
no mention of Purdah system. 


The strong cultural background of Indian society and high status of women kept 
them healthy from all perspectives — social, physical and psychological. 
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During the post-vedic period, women started losing the status in society which 
she attained in the Vedic age. She lost her independence. She became a subject of 
protection. Manu, the progenitor of Hindu race, stated that a woman should be kept 
day & night in subordination by males of the family - woman has to be protected by 
her father in childhood, by her husband in young age and by the sons in old age. She 


lost her identity after marriage. 


Manu’s codes are legal authority of the time with respect to Hindu family. He 
regards daughters as an object of highest tenderness. He did not treat women at par 
with man so far as rituals of Vedas are concerned. The woman was not eligible for the 
study of Vedas, nor for use of mantras in performing sacraments except marriage. 


Serving to husband is equivalent to living in the house of teacher, houshold duties 
amount to yagna for her. Manu believed that there is vital structural difference between 
man and woman, each suited for different type of work. He regards women as more 
emotional and less rational by nature than man; does not possess much depth of 
reason. 


Man was responsible for hardwork, earning the bread and women for household 
duties. Manu says that “when creating them, God allotted to woman a love of their 
bed, of their seat, and of ornaments, impure desires, wrath, dishonesty, mature and 
bad conduct. That is why Manu does not contemplate equality between man and 
woman in different walks of life. He has, however, made contradictory statements. At 
one point, Manu has said, “Woman should be honoured and adored by fathers and 
brothers, by husbands and also by brother-in-law. Where women are honored the Gods 
rejoice, but when they are neglected, all rites and ceremonies are fruitless”. 


Women were pre-ordained for procreation and they had no other function. Manu 
was of the opinion that women do not need any education. Marriage of girls forms 
their initiation into study of Vedas. 


Marriages were settled soon after puberty. The Institution of caste became very 
rigid with strict hierarchical gradations. Brahmanical order was firmly established. Manu 
did not favour inter-caste marriages. Polygamy and Monogamy was prevalent. Brahmans 
could possess 3 wives, Kshatriyas-2, Vaishyas-1 besides 1 Shudra wife for all, only for 
pleasure and not for religious rites. 
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Evidences of widow re-marriage during this period are conflicting; there are cases 
of permission as well as of prohibition. 


Many regards the wife as the half of her husband though not better half. 
According to Manu, man does not make a whole by himself alone but attains 
completion in the company of his wife. Manu wanted that women should not only be 
honoured, she should not be put to any grief. However, he insisted that a husband 
should be constantly workshipped (even if he was not an ideal husband) as god by 
a faithful wife. By violating her duty towards her husband, a wife is disgraced in this 
world or is tormented by diseases as punishment for her sin. 


The birth of a son has been very important from worldly, religious and spiritual 
point of view. Birth of a son was necessary to pay off the debt to ancestors. Putra 
signifies one who saves a person from hell. A widow was not allowed to re-marry. 
Women were incapable of possessing property. 


During the Moghul rule, the socio-economic status of Hindu women were very 
much lowered and had to depend on the Hindu male in every activity. The social evils 
like Purdah System came into force. Child marriage was prevalent. Lack of education, 
early marriage, non-existence of employment opportunities, absence of absolute property 
rights were main causes of inequality of sex in the socio-economic field. Economic 
dependence made a Hindu Woman socially backward. Incidence of female infanticide 
and custom of Sati could be witnessed. 


The women came to be regarded as of the same status as the Sudras. Girls were 
to get married before puberty; the age of 8 was regarded as ideal. Early marriage was 
followed by early maternity which increased mortality among women. 


During the British rule in India, legislation was used to bring about significant 
modifications in the structure of society. Various reforms were initiated with respect to 
status of women. Free India has carried forward the process to a point where legally 
atleast men and women are equal. However, some of the basic cultural orientations 
towards men and women in contemporary Indian society have been shaped by the 
authority of classical texts, teachings of religion, factors of historical development and 
the persistence of regional and local traditions. 
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The contradictory attitudes expressed about women in classifical texts persist in 
contemporary society. On the one hand, they are regarded as the highest embodiment 
of purity and power ~— a symbol of religiousness and spirituality, on the other, they are 
viewed essentially as weak and dependent creatures requiring constant guidance and 
protection. While girls are also considered necessary, the birth of a boy has been 


considered more desirable. 


Ritual considerations materally add to the desirability of the male. In the traditional 
scheme of Hindu life, the attainment of salvation occupies the place of highest 
importance. For this it is necessary to complete all the rites ceremonies of the life cycle 
prescribed by dharma. In the patrilineal Hindu society, only a male can offer water to 
the spirits of the deceased ancestors; a son alone can perform the essential rites 
ensuring passage to heaven or attainment of salvation. This makes a male off-spring 


very desirable. 


It is believed, parents can depend on sons for support in old age and are looked 
upon as potential builders of family prestige and prosperty. On the contrary, dughters 
are considered to be destined for others, their upbringing is all worry and work for the 
parents. The difficulties and expenses involved in her upbringing and marriage further 
detract from her desirability. Even today in a large number of Hindu households, the 
birth of son is an occasion for rejoicing; the birth of a daughter is a cause for anxiety. 
(Vashishta, 1976) 


The assumption of superiority of males has built up the ideas of male dominance 
and female dependence. Most of the major decision — making roles are thus the 
domain of man in most cases. 


These cultural attributes have.left a deep mark on women’s health in India; of 
course it varies according to specific variables operating in Indian society such as caste, 
class, rural, urban, education, region and other socio-economic parameters. 


In India, outside the educated elite and often even. within it, girls are considered 
an economic liability because of the tradition that requires a girl’s parents to provide 
her with a dowry at the time of her marriage. Indian society has had a culture of 
Kanyadan and Vara-dakshina where the parents offer their daughter to the bridgroom 
and give affectionate gifts in kind or cash with the intention of setting up the household 
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of the new couple at the start of their life together. Also there have been the notion 
of streedhan, which relates to the ornaments given to the bride by her father or brother, 
the intention, again being to help the daughter to tide over difficulties, if ever the 
situation so warranted. Over a period of time these cultural attributes became a 
compulsion and the whole process has been commercialized. 


For many families, the dowry represents an enormous financial burden. The dowry 
system is directly linked to many harmful practices against women and girls in India, 
including burning of brides over dowry disputes. 


Because of the perception that girls are a drain on family resources, in some 
cases, i.e. depending on the socid-economic parameters, families are unwilling to invest 
in daughters. Male children are breastfed longer and receive more and better food and 
more timely and costly healthcare than their female siblings. Girls with older sisters 
appear at a particular disadvantage. Higher childhood mortality among girls is primarily 
responsible for the skewed sex ratio in the Indian population. 


The sex ratio varies greatly on a State-by-State basis, which reflects differences 
in female literacy and other indicators of women’s status. 


Female infanticide and female foeticide play a substantial role in the lop sided 
six ratio in India. Poor families in certain regions sometimes resort to killing baby girls 
at birth-usually second and subsequent daughters — to avoid an unwanted burden on 
family resources. 


Sex selective abortion has also been common. Amniocentesis, a technology to 
detect any foetal abnormality, has been used for determining the sex of fetus and the 
selective abortion of female fetuses has been widespread cutting across various societal 


parameters. 


Higher levels of female education are strongly related to increased age at 
marriage, knowledge and practice of contraception and smaller family size. Culturally, 
Goddess of learning Saraswati is revered and worshipped by all in the society but 
families from lower socio-economic group are often reluctant to invest in their daugher's 
education. Literacy remains low among women compared to men. The gender gap in 
education is far greater in the northern states. Even in states where enrolment rates for 
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girls are higher, many girls drop out of school after only a few years of education. 
Cultural factors such as inhibition on education being imparted by male teachers to girls 


once they reach puberty, is responsible for drop-outs. 


Early marriage and childbirth continue to be the social norm in India, these cultural 
compulsions are more pronounced in families of lower socio-economic status though 
sometimes middle class families reflect the same phenomena. Within the context of 
specific variables such as socio-economic status, Caste, Tribal group, region, education 
and such differentials, after marriage, a woman is under the authority of her mother- 
in-law and generally has little autonomy in decision making, even regarding her own 
fertility. Some of them live in physical seclusion or Purdah. Their isolation and limited 
freedom of movement contribute to their dependence and restrict their access to family 
planning information and services. (Conly and Camp, 1992). 


Women derive their status primarily from their child-bearing role and their value 
is often measured by the number of sons they have. Women themselves depend on 
male children for social status and economic security and are often reluctant to use 
contraception prior to having a son. Family planning practice rises significantly among 
women who have two or more sons. The cultural practice of woman eating last in the 
family takes a toll on her health if it is a household of low economic status. 


The most direct effects of poor health and nutrition among females in Indian 
society are high mortality rates among young children and women of child bearing age 
and morbidity rates throughout the life cycle. The effects of pervasive ill health extend 
beyond the woman herself. A woman's health and nutritional status influence her 
newborn's birth weight and changes of survival, her capacity to nurse and nurture her 
child and her ability to provide food and care for the family members. 


Post neo-natal deaths are generally caused by infectious diseases. The incidence 
and severity of most of these diseases are affected by controllable factors such as 
immunization, health care and nutrition. Where gender bias exists, these factors are not 
controlled equally for male and female children. 


Maternal mortality in India estimated at 437 maternal deaths per 100,000 live 
births, results primarily from infection, hemorrhage, obstructed labour, abortion and 
anemia (The World Bank, 1996). Lack of appropriate care during pregnancy and child 
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birth, utilizing the services of Dais or untrained mid wives, lack of motivation on part 
of family members to take medical advice from doctors for the women in question, 
explain most of the maternal deaths. 


Malnourished women are more likely to give birth to low birth-weight babies, and 
if the underweight baby is a female who survives, she in turn is likely to continue to 
be undernourished throughout her childhood, adolescence and adult life. This lack of 
nourishment has detrimental effects on her reproductive and lactating capacities and 
overall development. 


Family has been considered to be like social security in Indian society. It has been 
a cultural norm to take care ofthe elderly. However, breaking up of the traditional joint 
family system and erosion of social values has made the elderly women vulnerable to 
some extent with respect to low health status. They may suffer from neglect, loneliness, 
alienation, poor nutrition status apart from physical ailments (Puri and Khanna, 1999). 


If certain cultural issues have detrimental effect on women’s health in a particular 
section of society, there are cultural beliefs, practices bounded with tradition, rituals 
which help in blooming of health of Indian women in educated, well aware and high 
income group households; for example, during pregnancy and after delivery, the special 
diet to be taken for 45 days helps keep the entire system in order; the ritual of 
isolating the pregnant women from visitors help maintain hygiene and keep the 
atmosphere devoid of any infection; pleasant atmosphere at home keep all mental and 
psychological pressures at bay. Use of turmetric keeps the skin smooth and devoid of 
any infection; use of unpolished rice in diet provides the right amount of nutrients and 


fibers. 


What is required is a thorough filtering of cultural norms and biases, tackling 
poverty, improving literacy, increasing awareness for the importance of girl child to be 
same as that of a male, provision of adequate family welfare services — which to a 
large extent is being done as a part of the government's policy for upliftment of 
women. Population pressure has to be tackled by voluntary adoption of a small family 
norm and cultural awaking is required to tackle this situation. 
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ROLE OF TRADITIONAL MEDICINES IN WOMEN’S 
HEALTH MANAGEMENT 


Dr. §. Dattatreya Rao, M.D. (Ay.), Ph.D. 
Assot. Prof. $.V.Ay. College. 


In India traditionally woman is given a central position in the family system and 
social system. However, the situation is completely deteriorated and now she has 
become most suppressed and oppressed. However in middle class and lower class 
population, still the woman plays the central role in family. As she is a bread winner, 
agricultural labourer, maintains petty business, she is the active worker in many small 
scale industries etc. 


The reasons for declining of women power is at both the levels i.e. at the 
individual level and at the society level. At the society level the suppression of the 
stronger people i.e. men is the root cause. At the family level the health of women 
is the main cause of declining condition. So at the personal level women empowerment 
can be achieved by the improvement of women health as it is established fact the good 
health is the key for a good empowerment. 


“Health is the state of complete physical, mental and social well being and not 
merely absence of disease or infirmity (WHO) 1948". Ayurveda is the Science of life 
and health. It preaches about health and about diseases. It is a treasure of many useful 
procedures which are adaptable. In Ayurveda the health care system depends on the 
natural resources basically the plant origin medicines and food products. Besides this 
there are large number of mineral products and animal products which are also naturally 
occurring. The method of using the medicines and preparations of formulae are very 
simple and easy to adopt. Apart from this the most important aspect of Ayurvedic 
system is the non complicatory results of these medicines when used. The side effects 
of these medicines are not recordable and generally found well tolerated. Secondly these 
medicines can cure the diseases which are already established and can prevent the 
problems which are supposed to be occurring. 


The Ayurvedic medicines are simple and safe remedies and most of them are 
from plant origin. The herbs which are generally used in common ailments are easy 
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to find in wild. They even can be grown to our needs. The agriculture sector or to say 
herbiculture sector in India is still in offening. A rough estimation of exports of herbal 
medicine is around 6000 millions US Dollors for a year Internationally in which India’s 
share is a meager sum of 5 to 10 percent. So the procurement, propagation and 
exports of these plant medicines will make a huge market and save us huge amount 
of foreign exchange. Now, globally it is seen that people are thriving after the herbal 
medicine we can see the ads of various commodities which will proudly add tie affix 
of Ayurvedic, herbal or natural product denoting its being made from the Ayurvedic 
remedies which are safe and without side effects. 


In these circumstances the women are advised to under-take the propagation of 
herbal medicine. It will empower women in many ways. Particularly the products of 
herbal propagation can easily be marketed as raw material for the Ayurvedic medicine 
industries, cosmetics industries, food products industries. The propagation will give 
ample of chances to women to earn a good amount of revenue. Since it can be done 
as the multi level activity she can propagate the plants in small kitchen gardens or in 
small piece of land which is backyard, or at the community level with cooperation of 
other women or in waste lands in and around their vicinity. The herbiculture can also 
be started as economical crops in agricultural land or in horticultural fields. 


Some of the products are economically of high value and if these plants are 
cultivated, the rough estimation of yield in rupees will be 50,000 for acre of land. The 
second and most important aspect of this propagation promotion is women will be 
benefited by maintaining good health and disease free life since the propagated herbs 
are valuable medicines and simple formulation of these herbs will prevent many diseases 
and cure most of the common ailments. The double sided benefit of herbal propagation 
thus can be emphasized and adopted by women folk. 


Necessary steps that are to be taken : 
1. Identification and little knowledge of herbs to be imparted. 
Methods of propagation of these medicinal plants is to be trained. 


Methods for procurement of medicinally important items. 


awe 


Simple processing methods so that the products can be made in saleable forms. 
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5. Species which are easily grown in a particular area shall be identified. 
6. Little knowledge of herbal medicines useful in common ailments is to be imparted. 


7. Co-op firms should be setup to improve the marketing of these products. 


By taking these steps the wide net work of production of raw herbal medicine 
is formed which can take a shape of cottage industry and this can be adopted in all 
the villages of our country. This system is economically viable as it generates very high 
yielding industrial products. It will not cause any concern to the environment and to 
the health of individual rather it will improve both the aspects. If a central organization 
is set up which will coordinate the propagation, procurement, processing and marketing 
activities, sooner or later our villages will become economically sound because these 
activities can be done at the village level involving women, who are already well versed 
with plants propagation, like cultivation of fruits and vegetables. A little know how of 
medicinal plants and their propagation is all that is required. 


The women health is a subject of great importance and is main concern in our 
health policy. Women’s health is more concerned topic as a healthy mind will be 
situated in a healthy body. The woman is nucleus of our family system, who cares all 
of the family members. If her health is maintained well the family will be healthy 
automatically. These healthy families will make healthy societies and healthy nations. 
The system of Ayurveda is a multi facet system. It not only prescribes the remedies 
for ailment but the entire life style is dealt in it. The seasonal, diurnal and age variations 
are dealt in details and their management and adoption methods are described. The 
healthy person can contribute to a healthy atmosphere and working conditions. 


The propagation of medicinal plants will generate multi pronged benefits as 
follows. 


|. Getting simple remedies for common ailments and there by maintaining good 
health. 


2 Getting raw products for herbal industries involved in producing medicinal, 
cosmetic, consumer and food products, which will be economically much more 
viable and improve the financial situation. 


Ww 


The propagation improves the environmental status of the area as it improves the 
greenery, which will be again economically viable. 
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4. Cottage level industries can be set up with cooperative background like the dairy 
movement, beedi industry, or electronics industries of China and Korea, where 
cottage level small scale product is started and pooled in a village level 
procurement centre, where minor processing is done and sent to regional level, 
where the raw drugs are made ready for the utilization by many industries of 
Ayurveda. 


This type of movement will make our women healthy and wealthy. It enriches 
the village economy, which is the back bone of our nation. It also safe guards our 
environment. Sooner or later it will earn the foreign exchange for our nation. 


To achieve the goals of women empowerment by propagation of medicinal herbs, 
it is most essential to make the herbal medicine more popular. The system of Ayurveda 
is already more popular among the rural masses and it is estimated that 60 to 70% 
of all the medical needs are met by traditional system of medicines. There are certain 
lacunae in every system of medicine and no system of medicine is a complete system. 
The well advanced modern medicine is also not an exception. The scientific 
advancements made in various fields are well tailored to suit the allopathy Medicine. 
The fields like microbiology, Biochemistry, Genetics, Bio-technology, Applied physics 
chemistry etc. have very good contribution to these systems of medicine. Today we 
find many miraculous things in medicine and surgery but still there are few unsolved 
problems. The effect of foreign rulers over India, was the root cause of pathetic 
condition of Indian systems of Medicines they were purposefully neglected, discouraged 
and banned in our own country., our heritage was not made known to our generations. 
A medical student doesn’t know who were Charaka, Sushruta and Vagbhata, who were 
the great Ayurvedic saints of India who proclaimed Ayurveda. The injection phobia was 
a slow poison introduced in our country and people began to understand that there 
is no treatment without injections. Of course ii: emergencies it is alright but not in all 
the common conditions. 


The main reason for backwardness of Ayurveda is the ignorance of people who 
know little about it. Secondly the negligence of governments both foreign and Indian. 
But thanks to the side effects of chemotherapies used in various treatments of modern 
medicines, by which now people are turning to Ayurvedic system of Medicine. Today 
people are feeling proud of affixing the term either Ayurvedic, Natural or herbal to their 
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products of different nature. The scientific societies have also recognised the usefulness 
of this system. The main advantages of the use of herbal medicines are less side effects 
and holistic treatment. People now realize that the cure will be permanent and 


recurrence will be very low. 


So the Advantages of herbal medicines should be made known. It’s cost effect 
also should be discussed. The herbal medicine is very simple and cheap. Simple method 
of preparation of Ayurvedic medical recipes can be easily taught to the women 
organisations who can involve in propagation of these medicines from the plants grown 
in their vicinity. 

The simple remedies are : 


Preparation of Churnas : 1 Talisadi Churna 

2. ‘Triphala Churna 

3. | Lavana Bhaskar Churna 
4 Yastimadhu Churna 

5 


Single drug Churnas 


Preparation of Q Churna : 1 Manjistadi Q Churna 
2. Dasamoola Q Churna 
3. Maha Tikta Q Churna 
4 


Shadanga Q Churna 


Preparation of Lehyams 1. Satavari Khyam 
2. Soubhagya Shunti 
3. | Chyavanprasha 


Like this there are chances of preparing many medicines and preparation of bulk 
extract of certain medicines which will be valuable and ready to be marketed. 


There is lot of human resources in Ayurvedic System of medicines. Every year 
thousands of doctors are being produced through out India. Apart from this there are 
lot of vaidyas and Hakeem who traditionally practice Ayurveda. Their services can 
be pressed in for the popularization of these Ayurvedic Systems. Periodical checkups 
and promotion of health can be done by educating the masses about the usefulness 
of these drugs and system. 
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Steps to make use of herbal medicial system more popular : 


|. Making the herbal medicines widely available. 


y A Popularizing the advantages of herbal medicine like (1) low cost, (2) less 
hazardous, (3) permanent cure etc. 


The medicines can be prepared from the herbs grown in and around our habitat. 


4. Some fast acting formulae should be prepared to over come the notion that the 
medicines are slow acting. 


5. This is the traditional — Indian system which is our culture and heritage and it 
is our national pride. 


Steps to make it more acceptable : 


1. | Palatable forms of medicine should be formulated. 
2. Attractive form of preparations should be formed. 


3. Explaining the usefulness of drugs for long use which will be improper with other 
system. 


4. Cosmetic products and consumable products can be enriched by the use of 
Ayurvedic drugs. 


3 Popularizing the fact that the products have curative effect as well as the health 
maintenance properties. 


Human beings’ development is resting in his personal development. The personal 
development means his physical, mental and social-economical development. In women 
empowerment also the same principle applies. But the complications are the gender 
discrimination and high vulnerability of women for illness. 


If basic health maintenance procedures are taught and availability of simple 
medicines are made the problems of high vulnerability to diseases can be over come. 
It the women are becoming self sufficient and self reliant economically by using the 
plant resources, by propagating the plants, the problem of gender discrimination would 
be over come. Therefore it is suggested that to empower women her health and 
economical status is to be enriched which can be easily done by the adoption of herbal 
propagation and herbal usage for medicines. 
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Sefer, vartern a flcitern aia a Aeon om ania a 
grarfer ater a uy fassa: worm Vd waRe aI cae 
Slo Yq AYR 


for Fi ea ¥ afeenstl at Rafe sa wat o& faera a draw ed & weafa 
dare gfe A afer ae youl & waar wre @ fog snio—arnfse sew 
& usa Heat oa Rafa fray ag AE eI 


AME sag GaNTary dat frsifert & yar flee eel 4 afeen gfte 
U sffe—arntire Raft a fazer ae w saa wore 7g 3m Rafa am fied 


ge We TEI 


1991 o GATT GS AGU ARG S Ga GAGCSN (94,20,644) él (I sia 
dh Iax 1 ag SR TAT 1 arts H FEY aad &) set B 45.27 vfasa alee 
el gH) Ren a GR 71 ag ay F uri am 4 30.62 vfasa a wet am 8 64.05 
ude 8 ori ea A fer 30 ula orm 8 vd wet aa 4 62 vasa aaa 
vel | agyfad onfa A Ren a ae + 7 agat A gest ¥ 40.24 ufeea a afeonsil 
¥ 19.03 uftera ag me 81 weft 1931 a gam 4 1901 4 afer mera 6 vias 
aif Yel fo-g arfernisil at drop cut 4 agen a ax a artfaa B aie vel! 1901 
o) STMT B AGAR 15-35 af S ary af 4 12 ore afta a Aenea B drop 
out Wa Ta! 6 8 1437 se 4 9.29 are afta va 3.03 ore tech aedi aw 
drop out gm, Sa4 G aflear Gen afar a wi 


ate gf 8 sates ae w after aH a arfent yesh a gor & aif 
el anmisa aa 4% after arent o4 ufesra & ga aff & 80 ufeera wd 14 yea 
a at 4 8 at sare satel a den ori asl 4 00 vera @ wed asi 
4 70 ufsra og mes| 1982 @ ‘secharen ude & aqer wo ware 4 afeonsli 
6 or db oe god a gen 4 ga & ga waa we) 4 53 Ge AR wa 31 
Te ger ae F orf aed &) fearan ade & aque 1 wf daeax of aha uw 
ve dt BH AS 1 af 4} 1064 we, Gey 1212 we Vd ARaT 3485 Ue ort aed 
© — Hfeensit 4 sm ad arte (workparticipation rate) 22.27 ufeera ayara 2 | 
Source Economic Surrvey 1999-2000 
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Qa FH BA G ae W Alec sila Goorewa G Ga yor ufMafia ad fae 
Ta Ura fe fea vis a stazaect fh} 90S exe A veld after vaftar a aie 
eg fo ge gar eal a geal 4 wml oF 2 


az afeat veftar ufasra a 
ayad Wea aA 38 
freiaTAa 36 
aA a2 7 
Ue 1951 qd 1983-84 342 
aR 13 


ame, Feta a Remge 4 afeer—safiar ach G faoia ey vel 2 


sa sresi 4 after seta cer 4 foafa et vel & fog aa forex wore 
FRI e | 


Hearst A Ha eI oT seas 


aT HY aK 1993-94 ay 
Gary =e Ww 2.44 ufazid 
ep siyR 6.33 Ufagd 


(aq: adt arora aay or geet tox oh fe ad aorn & fod war of medida 
1997 8 2002) stew & wea Woe agra so we F ea aA H Ofte fats 
aa a adem GS Be Sl 

1. ddaa 4 afer yea a gear 4 11 wae afte mie By Fl 

2. aRal eo @ aeaeR usa we Ww 6 Ufa He TA EI 


- ea dnfed aa 4H after tore FH gfe 1991 8 1999 aH saci 3 vided & 
a gaat 4 was HF 2 


4. afer xaifta aa (House hold headed by women) 1 STArT KAR 13 wceTd 
fz ma el 
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ge afm wren A afeer aerorM’ ges GT ee sie 1.5 8 2 vice aH fx 
mg ® va ferrenfea srqaifd (gender base in-equality) yard aie we sie AW 
qe 7H e | 

saa & aél usta sure ST ak of ada @ se YH cia foes os! sien 
& wr F ways aM ae A ae 5.7 ulated a saa w fase 10 asf B ore: Re 
e | 


5: 


arnfire gfe @ ea A fly wane AAs (Patriarical seriely) G4 G @R 
afecnol a Rafa we: seis wt axe e1 ata: Afeensl ar ura silat GI xen 
HY aed) €| 


WY 1996 ---- "MH aA H ZAR — 


aa fae & oR. afeensit 4 sq aflory Ht GAO J GSH GH! HA 
& fasiva: TN cer aien Gd aot Fey ax aa fA oiaq Yen 4 awaya ved! 
e| ceo W afer Mw a VS ORT & WH saad H Bqu 6000 via ay ayy 
ceut af el &| 1997 feo & gfe es & vichms of sudder affluences 4 aa 
e fh cea afecisl W eA Tel Gat Isl AAWIR U| WS TA GF squr — 
Hfeame ae gq GNA ord) & Gaal a aha & aR 4 aM ael & A A Vaal 
aot after ot a 81 eh ona afters & rareg w fata waa wsal @| 


Asian Enigma Unicef 1996 @ 344 Progress of nation @ 34quR FAR ez 
FH & ory afro a ay or ve fey orn e| afeard 6-14 9g af 
Yat G) oft a Ror vel & cen 15 8 25 vd 258 447g af 4 afeasii 
Fo me & Hey Yad stead a vedl 8) 1900 4 seul fue S aqun—fasa 
wate aferas dt yy at & gah 8195 WH og S ay yey ex walla 
Ha ved! 8] 


tarea a} gfe 8 afer 4 esos aA a ve vqa arn oRae—fadior 
wea & wart a oy amen & oro fray wea 8 sad wareg ue faata waa 
usm @| 


f=] Ge contraceptives ya a aTAeN sel @1 sud afeRaa ari gai 
1 weft varer del o) wna a) @ fq sad ori-fea a sft 8 aq am 
THY SG ae SH SH aad a ah ager wee gia ora wea 4 opel 


96 


ved &) a et fafeen Sai F ura card vifta & wd GH ® ce a Saka 
vl el eri oe) gh ora ori asi afecnsit A aga & wa ay ax ae oA 
8 wfiet <a or spa va fafeerai a ah oral ay dS oro ya wpe ay 
TENTS H 20 Tiel a adem yo war fem yal teen (SSP) S saws } aqur 
— Heed viet o) yates sragaecel @ fed A wal ax WG é an aw wa 
oa ¢ WIR St ot & SR ge eA cara F vedi € wa A wee aan 
4 FG Ga ARM Sar & wt A vad ada fas aw ala a gaa a 
orl @fet at feat &! Carol S. Coonrod-june 1998 @ aya — eA ee F ww 
rep ake Gl Gea 4 YOU H aR oT HH was wa oa *1 oF wate 
area Gal 4 afters Gl gaat A gesl @ Ge am afte og ae| saa org 
ae 4 acres 4 Ae fea oat 8) an sad wareg 1 gfe SB A afeansil 
ol WH we H sat &1 wart 4 afer warea & ofa A olen ved @ se ono 
aRa A afer acy ex fava ¥ walle 8) wore, GST, BX yer a Fenre 
q Ford 4 Afeansil Va qa vareg Sasi GS amos wim aa 4 5 4 22 vlava 
am Wd wl Aa A 21 8 51 vlad am wa Ta) ade BS ae ve Wo OM va 
fo unm dae 92 ular afec gynecogical disorder @ UI & SSP Rur¢é AERTS 
Heal Taree We et ae es Gqeced @ ford wee foes seq Bas wr 4 eA 
I PRT eI 


Wor Ge fees oe xaRea a fas aro Gwe wa oil & wifo ae 
aa GHA da ve # Rafa 4 dct vedi & fread saw cared w fauia yard sal 
ema a weay w Ugs wd Wey ow yaa W sah Gay fauta wad Sea &! 
ana 4 vd fasa § aise Rafe a fa asl 4 vefla fea wa e 


Unit aa aRa faa fader ea OX Seal 
Atel Pen wicto ee 70.4 86.93 96.2 
Hfeal Ta Tole 47 62 57 63 67 

Hes ERI afeld ara 26 58 53 49.8 35 

qa FAR 000TH > Ww 73 ~ 60 66 16 17 

aterm FAX 1000 THER HS 70 430 470 

7} PR war ufA 44 56 54 56 66 


aad Ga OA AR Wel Ta 33 {7 7 . 25 
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dea vd aici @ set wftaferd fea wa @ waif ge alee fen 4 fare 
ae a Ae wet 8 | 

ow Rafe F sania # vad ved gs Worm w stews Akers g ais 
ud Hafte Rafe a varea uy a fata oR eh) SIT Od GEM 1 Ra G GU 
® aq wore seen wd WOR & geo a A Gen S yA seX so TI F TW 
dg fo urafie gran sik ora—aeren b fed GI & Rag A dedlaxt a saqery 
frafta esi ux ed ear @! (Ari 1998) aH usta Adar GIy (national revival 
fund) ¥ 1500 &s Bo UN a 1 ar Osa ata ol adults aal 4 wedi 
aye a mg) Gat afk facet Par & gage seas PTA ERI WIR S aa 4 
ded wy Worm fea oT we 8 Vato aaR gfsa—RoMTR—-800 (av 1997) Ustt gfsa 
— 895 (1995) Axi — 2694 (1994) gcafe| 1993 4 35 ufdea whet wai am Ala 
3} 1908 ¥ qaeox 43 vlad a TH et] SS FT wea wan facia Wee GF GR 
ag fraffaal a fava ay wel & Tel TA a gfe ex 1.83 ula afte & worm 
Yut ew 0.8 vidya we Wa es 


at aie fresh aaa & fasmoa aa O ea 4 aae a aga fa vel 
e firm fot wo a arfsia sa OU wera 4 gig el tel & B4Mew AY as 
vel &| Ge fase vert gy ani wk & yess oy onenka & fats pasa ari 
fas ag :— 


fea ofax 443.11 as a 1997 
rere urlfera 172.60 axis 
ae gfea 79.89 OS 
bela 47.04 axis 
wiferera 42.87 HxYS 


qq aaNyoey 3H some A sedi vfs aone—veas a) afeaaw — 
sryiyal ax a ag dole & a a amra—fen a aria anfe afeensil @ aie 
PHAR aq vel 8) aorall GS afleri & ufa fH A var wee adi 2B) 


aateai 


|. 34 a) or Rafe va oe aw emai wm ero a afte verf ue fae 2 
ba] IQUIKG Go WW AA BMA (Labour Legislation) amy ae} ern} 
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2. HN six Hens o1 ori—sa ¥ omy wRaR—ayera ee ura sar ver 3 
on aft da 4 ord oxi & a ade vel 4 Rae A erm ad 2 ac 
Se wager a afore Ter wrt et oie & den sre seer aA A wader 

3. Ye MW ae Ha aay vem fH afeen oat a ofeeca your orl @ er aaife 
fazq QR Wied ow ae aa farga & 

4. were ani & ow Pekar ae an torre A soaea may aad s 
aa A et 

5. WIO #! afaal & ved am aaex waa Ye casa 10 vo H WIA 100 
e fa ori} 

6 a vw vam 4 Fox at a oem oT etl 
et gafeat @ aA ef st fa@ed dur oe em afe ga wai d vlan 

wad UY aa oT aes | farsa: afecnsi & weiRa vd wake wared vd Adria ai 

Wha FA WE UH] 


gaa 

1. vara of gf 8 BF gael cagal sa srgdiem aagal al faahtia ae 
erm aif tee GHA vad Vode @ aagal G you al wore Fer a 
ert | 

2. wor & aa 4 A ei oo weeaRr freser, aenor gd Gk a ay vert 
a faaftia oat erm sat ory ey aod once wet ox UH 

3. ef aad ah dade faa ae enh af sat agd faza 4 sq wr 
al Ue | 

4. nfeonsil ar fata aa a of 8 wear FAM OI WU SE VST Vd SAw 
fea fam a aan ol waa aera fedex erm 

5. ve ae Oo aon & of a amt A vad aqae eh WN sad TRA 
eq feaax eri 


6. santeen & uenq waftrn, deaf, agers, Rienge washes a TA A YR 
semi & am 8 a aa 91 arte, Pach, Ra A seta S Gag sift 
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gae H on ma fewer W onl dee @ Wet wel & oe: faxed QR WA 
4 36 Gaal A wee ale Ma var oa areafa oT ERI EAN! vifaw a 
ae weer uw wa faa A sat WA el WA & Be: SF GAH aM Hel 
yatta F de ws we wl ge fara e 


ay vad faa wasa ert wala Yer erm) vd foe saarrare a1 fee HAT 
arn | sae fast & creta Foal sexe ef Gas fery STAT GI sede GAT EMT 
af yar or Ware Gee oer 4 A oT Uh ge WeR BF ae Fal oI aM 34 
ey & fort & fad oe erm! afer—waRea GI sae Wad Ca GS TA W 
sha Ward Stet | 


ANNEXURES - II 


LIST OF BACKGROUND MATERIAL DISTRIBUTED 
AT THE WORKSHOP 
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LIST OF BACKGROUND MATERIAL DISTRIBUTED 
AT THE WORKSHOP 


(i) Population growth, Crude birth, death rates and Sex ratio in India 

(ii) | Distibution of Population, Sex ratio, density and growth rate of population Census 
(iii) Rural and Urban composition Census 

(iv) Distribution of Population by age groups 

(v) Percentage distribution of population by age and Sex India 

(vi) Infant Mortality rate 

(vii) Decline in IMR, MMR 

(viii) Funding for Family welfare Programme 

(ix) Malor Herbal Raw Material required in India 

(x) Medicinal Plants in Short Supply 

(xi) Raw Drug Material imported to India 

(xii) State-wise number of Registered ISM and Homoeopathic Practitioners 
(xiii) Progress in the Status of Women in respect of Demography and Health 
(xiv) Health 

(xv) Women and Health 

(xvi) Health and Nutritional Status of Wortien and Adolescent Girls in India 


(xvii) "Role of Traditional Medicine in Women's Health’, 
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BEIJING PLATFORM FOR ACTION 


Women and health 


Women have the right to the enjoyment of the highest attainable standard of 
physical and mental health. The enjoyment of this right is vital to their life and well- 
being and their ability to participate in all areas of public and private life. Health is 
a state of complete physical, mental and social well-being and not merely the absence 
of disease or infirmity. Women's health involves their emotional, social and physical 
well-being and is determined by the social, political and economic context of their lives, 
as well as by biology. However, health and well-being elude the majority of women. 
A major barrier for women to the achievement of the highest attainable standard of 
health is inequality; both between men and. women and among women in different 
geographical regions, social classes and indigenous and ethnic groups. In national and 
international forums, women have emphasized that to attain optimal health. throughout 
the life cycle, equality, including the sharing of family responsibilities, development and 
peace are necessary conditions. 


Women have different and unequal access to and use of basic health resources, 
including primary health services for the prevention and treatment of childhood diseases, 
malnutrition, anaemia, diarrhoeal diseases, communicable diseases, malaria and other 
tropical diseases and tuberculosis, among others. Women also have different and 
unequal opportunities. for the protection, promotion and maintenance of their health. 
In many developing countries, the lack of emergency obstetric services is also of 
particular concern. Health policies and programmes often perpetuate gender stereotypes 
and fail to consider socio-economic disparities and other differences among women and 
may not fully take account of the lack of autonomy of women regarding their health. 
Women's health is also affected by gender bias in the health system and by the 
provision of inadequate and inappropriate medical services to women. 


In many countries, especially developing countries, in particular the least developed 
countries, a decrease in public health spending and, in some cases, structural 
adjustment, contribute to the deterioration of public health systems. In addition, 
Privatization of health-care systems without appropriate guarantees of universal access 
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to affordable health care further reduces health-care availability. This situation not only 
directly affects the health of girls and women, but also places disproportionate 
responsibilities on women, whose multiple roles, including their roles within the family 
and the community, are often not acknowledged; hence they do not receive the 
necessary social, psychological and economic support. 


Women's right to the enjoyment of the highest standard of health must be 
secured throughout the whole life cycle in equality with men. Women are affected by 
many of the same health conditions as men, but women experience them differently. 
The prevalence among women of poverty and economic dependence, their experience 
of violence, negative attitudes towards women.and girls, racial and other forms of 
discrimination, the limited power many women have over their sexual and reproductive 
lives and lack of influence in decision-making are social realities which have an adverse 
impact on their health. Lack of food and inequitable distribution of food for girls and 
women in the household, inadequate access to safe water, sanitation facilities and fuel 
supplies, particularly in rurai and poor urban areas, and deficient housing conditions, 
all overburden women and their families and have a negative effect on their health. 
Good health is essential to leading a productive and fulfilling life, and the right of all 
women to control all aspects of their health, in particular their own fertility, is basic 
to their empowerment. 


Discrimination against girls, often resulting from son preference, in access to 
nutrition and health-care services endangers their current and future health and well- 
being. Conditions that force girls into early marriage, pregnancy and child-bearing and 
subject them to harmful practices, such as female genital mutilation, pose grave health 
risks. Adolescent girls need, but too often do not have, access to necessary health and 
nutrition services as they mature. Counselling and access to sexual and reproductive 
health information and services for adolescents are still inadequate or lacking completely, 
and a young woman's right to privacy, confidentiality, respect and informed consent 
is often not considered. Adolescent girls are both biologically and psychosocially more 
vulnerable than boys to sexual abuse, violence and prostitution, and to the consequences 
of unprotected and premature sexual relations. The trend towards early sexual 
experience, combined with a lack of information and services, increases the risk of 
unwanted and too early pregnancy, HIV infection and other sexually transmitted 
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diseases, as well as unsafe abortions. Early child-bearing continues to be an impediment 
to improvements in the educational, economic and social status of women in all parts 
of the world. Overall, for young women early marriage and early motherhood can 
severely curtail educational and employment opportunities and are likely to have a long- 
term, adverse impact on the quality of their lives and the lives of their children. Young 
men are often not educated to respect women's self-determination and to share 
responsibility with women in matters of sexuality and reproduction. 


Reproductive health is a state of complete physical, mental and social well-being 
and not merely the absence of disease or infirmity, in all matters relating to the 
reproductive system and to its functions and processes. Reproductive health therefore 
implies that people are able to have a satisfying and safe sex life and that they have 
the capability to reproduce and the freedom to decide if, when and how often to do 
so. Implicit in this last condition are the right of men and women to be informed and 
to have access to safe, effective, affordable and acceptable methods of family planning 
of their choice, as well as other methods of their choice for regulation of fertility which 
are not against the law, and the right of access to appropriate health-care services that 
will enable women to go safely through pregnancy and childbirth and provide couples 
with the best chance of having a healthy infant. In line with the above definition of 
reproductive health, reproductive health care is defined as the constellation of methods, 
techniques and services that contribute to reproductive health and well-being by 
preventing and solving reproductive health problems. It also includes sexual health, the 
purpose of which is the enhancement of life and personal relations, and not merely 
counselling and care related to reproduction and sexually transmitted diseases. 


Bearing in mind the above definition, reproductive rights embrace certain human 
rights that are already recognized in national laws, international human rights documents 
and other consensus documents. These rights rest on the recognition of the basic right 
of all couples and individuals to decide freely and responsibly the number, spacing and 
timing of their children and to have the information and means to do so, and the right 
to attain the highest standard of sexual and reproductive health. It also includes their 
right to make decisions concerning reproduction free of discrimination, coercion and 
violence, as expressed in human rights documents. In the exercise of this right, they 
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should take into account the needs of their living and future children and their 
responsibilities towards the community. The promotion of the responsible exercise of 
these rights for all people should be the fundamental basis for government - and 
community-supported policies and programmes in the area of reproductive health, 
including family planning. As part of their commitment, full attention should be given 
to the promotion of mutually respectful and equitable gender relations and particularly 
to meeting the educational and service needs of adolescents to enable them to deal 
in a positive and responsible way with their sexuality. Reproductive health eludes many 
of the world's people because of such factors as: inadequate levels of knowledge about 
human sexuality and inappropriate or poor-quality reproductive health information and 
services; the prevalence of high-risk sexual behaviour; discriminatory social practices; 
negative attitudes towards women and girls; and the limited power many women and 
girls have over their sexual and reproductive lives. Adolescents are particularly vulnerable 
because of their lack of information and access to relevant services in most countries. 
Older women and men have distinct reproductive and sexual health issues which are 
often inadequately addressed. 


The human rights of women include their right to have control over and decide 
freely and responsibly on matters related to their sexuality, including sexual and 
reproductive health, free of coercion, discrimination and violence. Equal relationships 
between women and men in matters of sexual relations and reproduction, including full 
respect for the integrity of the person, require mutual respect, consent and shared 
responsibility for sexual behaviour and its consequences. 


Further, women are subject to particular health risks due to inadequate 
responsiveness and lack of services to meet health needs related to sexuality and 
reproduction. Complications related to pregnancy and childbirth are among the leading 
causes of mortality and morbidity of women of reproductive age in many parts of the 
developing world. Similar problems exist to a certain degree in some countries with 
economies in transition. Unsafe abortions threaten the lives of a large number of 
women, representing a grave public health problem as it is primarily the poorest and 
youngest who take the highest risk. Most of these deaths, health problems and injuries 
are preventable through improved access to adequate health-care services, including 
safe and effective family planning methods and emergency obstetric care, recognizing 
the right of women and men to be informed and to have access to safe, effective, 
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affordable and acceptable methods of family planning of their choice, as well as other 
methods of their choice for regulation of fertility which are not against the law, and 
the right of access to appropriate health-care services that will enable women to go 
safely through pregnancy and childbirth and provide couples with the best chance of 
having a healthy infant. These problems and means should be addressed on the basis 
of the report of the International Conference on Population and Development, with 
particular reference to relevant paragraphs of the Programme of Action of the 
Conference.'* In most countries, the neglect of women's reproductive rights severely limit 
their opportunities in public and private life, including opportunities for education and 
economic and political empowerment. The ability of women to control their own fertility 
forms an important basis for the enjoyment of other rights. Shared responsibility between 
women and men in matters related to sexual and reproductive behaviour is also 
essential to improving women's health. 


HIV/AIDS and other sexually transmitted diseases, the transmission of which is 
sometimes a consequence of sexual violence, are having a devastating effect on 
women's health, particularly the health of adolescent girls and young women. They often 
do not have the power to insist on safe and responsible sex practices and have little 
access to information and services for prevention and treatment. Women, who represent 
half of all adults newly infected with HIV/AIDS and other sexually transmitted diseases, 
have emphasized that social vulnerability and the unequal power relationships between 
women and men are obstacles to safe sex, in their efforts to control the spread of 
sexually transmitted diseases. The consequences of HIV/AIDS reach beyond women's 
health to their role as mothers and caregivers and their contribution to the economic 
support of their families. The social, developmental and health consequences of HIV/ 
AIDS and other sexually transmitted diseases need to be seen from a gender 
perspective. 


Sexual and gender-based violence, including physical and psychological abuse, 
trafficking in women and girls, and other forms of abuse and sexual exploitation place 
girls and women at high risk of physical and mental trauma, disease and unwanted 
pregnancy. Such situations often deter women from using health and other services. 


Mental disorders related to marginalization, powerlessness and poverty, along with 
overwork and stress and the growing incidence of domestic violence as well as 
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substance abuse, are among other health issues of growing concern to women. Women 
throughout the world, especially young women, are increasing their use of tobacco with 
serious effects on their health and that of their children. Occupational health issues are 
also growing in importance, as a large number of women work in low-paid jobs in 
either the formal or the informal labour market under tedious and unhealthy conditions, 
and the number is rising. Cancers of the breast and cervix and other cancers of the 
reproductive system, as well as infertility, affect growing numbers of women and may 
be preventable, or curable, if detected early. 


With the increase in life expectancy and the growing number of older women, 
their health concerns require particular attention. The long-term health prospects of 
women are influenced by changes at menopause, which, in combination with lifelong 
conditions and other factors, such as poor nutrition and lack of physical activity, may 
increase the risk of cardiovascular disease and osteoporosis. Other diseases of ageing 
and the interrelationships of ageing and disability among women also need particular 
attention. 


Women, like men, particularly in rural areas and poor urban areas, are increasingly 
exposed to environmental health hazards owing to environmental catastrophes and 
degradation. Women have a different susceptibility to various environmental hazards, 
contaminants and substances and they suffer different consequences from exposure to 


them. 


The quality of women's health care is often deficient in various ways, depending 
on local circumstances. Women are frequently not treated with respect, nor are they 
guaranteed privacy and confidentiality, nor do they always receive full information about 
the options and services available. Furthermore, in some countries, women's life events 
are often treated as medical problems, leading to unnecessary surgical intervention and 


inappropriate medication. 


Statistical data on health are often not systematically collected, disaggregated and 
analysed by age, sex and socio-economic status and by established demographic criteria 
used to serve the interests and solve the problems of subgroups, with particular 
emphasis on the vulnerable and marginalized and other relevant variables. Recent and 
reliable data on the mortality and morbidity of women and conditions and diseases 
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particularly affecting women are not available in many countries. Relatively little is 
known about how social and economic factors affect the health of girls and women of 
all ages, about the provisions of health services to girls and women and the patterns 
of their use of such services, and about the value of disease prevention and health 
promotion programmes for women. Subjects of importance to women's health have not 
been adequately researched and women’s health research often lacks funding. Medical 
research, on heart disease, for example, and epidemiological studies in many countries 
are often based solely on men; they are not genderspecific. Clinical trials involving 
women to establish basic information about dosage, side-effects and effectiveness of 
drugs, including contraceptives, are noticeably absent and do not always conform to 
ethical standards for research and testing. Many drugs therapy protocols and other 
medical treatments and interventions administered to women are based on research on 
men without any investigation and adjustment for gender difference.s 


In addressing inequalities in health status and unequal access to and inadequate 
health-care services between women and men, Governments and other actors should 
promote an active and visible policy of mainstreaming a gender perspective in all 
policies and programmes, so that, before decisions are taken, an analysis is made of 
the effects for women and men, respectively. 
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MAJOR HERBAL RAW MATERIAL REQUIRED BY INDIAN 
PHARMACEUTICAL INDUSTRIES, THEIR ANNUAL 


CONSUMPTION AND SOURCE(S) OF SUPPLY 
(AS OF AUGUST 1999) 


(Source : Shri Anand Puranik, Chemexcil, Mumbai) 


SI. | Ingredient Sources of Suppl Consumption 
| 
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Sources of Suppl Consumption 


17. | Chitrak | Maharashtra 250 T/ 
Tamil Nadu 250 T 

Dalchini FT 100% China 

Daruhalad Nainital/Kulu 


SI. | Ingredient 


Ems 
© 


200 1/300 T 
500 T 
100 T 


9, 


20. | Dashmool Nainital/Kulu 
Nainital/Kulu 200 T 


400 T 


Indonesia 100 


ra | ca oma 
Halgaon 90%, 400 T 
| Assam 10% 
Gujarat/M.P./U.P. 
25. 10% Gujarat/ 90% Import 500 T 
Rajasthan (Pakistan) 


26. arda 


Maharashtra/M.P. 500 T 


20% Kerala 80% Indonesia/ 500 T 
Sri Lanka 

Mah. /Gujarat/U. P./ 

M.P./T.N, 


27. | Nutmen/mace 


28. | Jambhul beej 


fi 
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S|. | Ingredient Sources of Supply Consumption 
Na impor 


Indonesia 


37. | Clove Kerala 20 T | Zanjibar/ 150 T 
| Madgaskar/ 
| Sri Lanka/ 


39. | Black Pepper 150 T 
(Miri) 
Ginger (Sunthi) 50% Kerala 50% China/ 500 T 
Assam Myanmar 


41. | Aswagandha 50% MP 50% MP | 500 T 


wee a 
OO) es Maharashtra/ 150 T 
Tamil Nadu 
fax coms PSS rly | 20 


Musli white 40% 40% Mah./M.P. 20% Pakistan 25T 
Maharashtra/M.P. 


47. | Shatavari 50% MP/UP 50% MP/UP aoe Pa ae es 
Shilajeet | 20% TN/20% NEPAL] 60% Pakistan 200 1 
a re 


3/8 
\o 


55. | Senna Irsbrd/ 60% TN/ 
ood Kutch 
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MEDICINAL PLANTS IN SHORT SUPPLY @ 


Common Name 


Ashtavarga 
Ativisha 
Ashok sal 
Indrajava 
Kamalphool 
Kapila 
Kankol 
Kapurkachari 
Kakadshingi 
Kaiphal 
Kalimusali 
Krishnageru 
Kirata 
Kirmani ova 
Kutaki 
Koshtha 
Kosthakolinjan 
Khair sal 
Guggul 
Chavak 
Chopchini 


Jatamansi 


Quantity 
required 
Tonnes/ 
Annum 


Botanical Name 


— 


Aconitum heterophyllum 
Saraca asoca 
Wrighatia tinctoria 
Nelumbo nucifera 
Mallotus philippiensis 
Piper cubeba 
Curcuma zedoaria 
Pistacia chinesis 
Myrica esculenta 
Curculigo orchioides 
Aquilaria agallocha 
Swertia chirata 
Artemisia maritima 
Picrorhiza kurrooa 
Saussurea lappa 
Alpinia galanga 
Acacia catechu 
Commiphora wightii 
Hemidesmus indicus 
Smilex china 


Nardostachys jatamansi 
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From when 
the supply 
got reduced 


Last 23 year 
Last 15 year 
Last 4 year 
Last 5 year 
Last 8 year 
Last 12 year 
Last 5 year 
Last 5 year 
Last 10 year 
Last 5 year 
Last 4 year 
Last 12 year 
Last 7 year 
Last 5 year 
Last 5 year 
Last 5 year 
Last 4 year 
Last 5 year 
Last 5 year 
Last 3 year 
Last 5 year 
Last 5 year 


Common Name 


Jaiphal 
Tagar 
Triman 
Dantimool 
Daruhalad 
Devdar 
Nagkesar kala 
Dukkarkand 
. | Pippali 
Pippalmool 
Pokharmool 


Phanas ambe 


. | Manjistha 


Motiringani 
Raktaroda 
Raktachandan 
Chitrak lal 
Vakeri bhate 
Vavading 
Vala 

Shvet miri 


Harenvel 


Botanical Name 


Quantity 
required 
Tonnes/ 
Annum 


Myristica fragrans 
Valeriana wallichii 
Gentiana kurroo 
Baliospermum montanum 
Berberis aristata 
Cedrus deodara 
Mesua ferrea 
Dioscorea bulbifera 
Piper longum 
Piper longum 
Inula racemosa 


Artocarpus heterophyllus 
(fleshy fungus) - 


Rubia cordifolia 
Solanum indicum 
Tecoma undulata 
Pterocarpus santalinum 
Plumbago zeylanica 
Wagatia spicata 
Embelia ribes 
Vetiveria zinzanioides 
Piper nigrum 


Convolvulus arvensis 
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From when 
the supply 
got reduced 


Last 3 year 
Last 5 year 
Last 4 year 
Last 3 year 
Last 6 year 
Last 10 year 
Last 6 year 
Last 7 year 
Last 5 year 
Last 5 year 


Last 6 year 


Last 5 year 
Last 4 year 
Last 5 year 
Last 6 year 
Last 18 year 
Last 5 year 
Last 4 year 
Last 3 year 
Last 4 year 
Last 13 year 
Last 6 year 


RAW DRUG MATERIAL IMPORTED TO INDIA 


S|. | Trade Name Scientific Name Quantity Value in Rs. | Country 
No. =. — 
Akkalkadha Anacyclus 
pyrethrum 
2. Cardamomum Green Elettaria Gautemala 
cardemomum 


Kapurkachri Heydichium China 
splcatum 

Dalchini Cinamonom 200 - 300 China 
zeylanica 


ee Gal pimp Piper pepperi_ | 400 || Indonesia 


Guggul Commiphora 
—_ 


ee EES Hl GN _ * 
OS CREE 85 EG 
HS GOES ING Wee Sa 


7073060 


230235 
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Country 


S|. | Trade Name Scientific Name Quantity | Value in Rs. 
No. (in Tons) 
Cubeb (Kankol) Piper cubeba 5504054 


ee ae 1054406 
a oe 6558460 
Sarpagandha | Rauwoifia serpent}na 


} 514139 
> are! 514139 
Sassuria lappa 


Indonesia 


Singapore 


35 
a Mayanmar 


ui 
za 
Cc 
wn 
ae id 
1 


163527 
910236 
{586499 
2660262 | 
81027 
506866 
91552 
{19488 
208953 
{007886 
2282212 
2282212 


Bhutan 


Mayanmar 


| Nepal 


Other Ginseng Bulgaria 
Morocco 
Pakistan 
Singapore 


UAE 


V7. 


65 
89 
3 
4 
272 


Nepal 


572351 Indonesia 
eo ; 1 572351 
Hemidesmus 146591 Mayanmar 
indicus . 


27054 Mexico 
6942 
{80587 


Norocco 


CI 
eV] 
| 
< 
a8) 
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SI. | Trade Name Scientific Name Quantity Value in Rs. | Country 
No. (in Tons) 
erbs 
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20. 


ra 
a 
— 
= 
3 


es 
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: 


12625666 | 


533123 France 


22. | Saps & Extracts 


Extracts of Neem 
2 


a 


BRO 
wi 
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ANNEXURES - Ill 
SCHEDULE OF THE WORKSHOP 
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EMPOWERMENT OF WOMEN WITH SPECIAL 
~ REFERENCE TO WOMEN'S HEALTH 


November 
09:30 a.m. 
10:00 a.m. 


10:25 a.m. 


10:25 a.m. 


10:40 a.m. 


10:50 a.m. 


11:15 a.m. 
11:20 a.m. 


Session-I : 11:45 a.m. -13:00 p.m. 


Chairperson & keynote speaker 


25,2000 (Saturday) 
-10:00 a.m. 
- 10:15 a.m. 


- 10:25 a.m. 


- 10:40 a.m. 


- 10:50 a.m. 


- 11:15 a.m. 


/ 


- 11:20 a.m. 
- 11:45 a.m. 


Co-Chairperson 


Discussants 


Registration Inaugural Session 


Welcome by Prof. K. Enoch, Vice-Chancellor, 
Sri Venkateswara University. 

Inauguration - Lighting of Lamp by Chief 
Guest Shri M. Venkaiah Naidu, Hon'ble 
Minister for Rural Development, Govt. of 
India. 


Introductory Remarks by Smt. Vibha 
Parthasarathi, Chairperson, National 
Commission for Women. 

Objectives of the Conference by Smt. K. 
Santha Reddy, Member, National Commission 
for Women. 

Keynote Address by Shri M. Venkaiah Naidu, 
Hon'ble Minister for Rural Development, 
Govt. of India. 


Vote of thanks 
Tea/Coffee 


National population policy & Reproductive 
Health 

Ms. Meenakshi Datta Ghosh, IAS joint 
Secretary, Ministry of Health & Family 
Welfare, Govt. of India 


NCW Member 
1. Prof. Saras Chandrika, Gynecologist, 
Hyderabad 


2. Ms. B. Bhamathi, Senior Programme 
Advisor, UNFPA 
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{3.00 a.m. to 13.30 p.m. 
13.30 p.m. to 13.35 p.m. 
13.35 p.m. to 14.15 p.m. 
Session-I] : 14.15 p.m. - 16.15 p.m. 


Chairperson & keynote speaker 


Co-Chairperson 


November 26, 2000 (Sunday) 
Session - Ill 


9.00 a.m. - 10.15 a.m. 
Chairperson & keynote speaker 


Co-chairperson 


Question/Answer Session 
Vote of thanks 
Lunch 


Role of Traditional Medicines in 
Women's Health 


Ms. Shailja Chandra, IAS, Secretary 
(ISM&H, Ministry of Health, Govt. of 
India). 


NCW Member 


1. Prof. Dattatreya, Sri Venkateswara 
Ayurvedic College, Tirupati 


2... Dr. Indu Capoor, CHETNA, Gujarat 
Question/Answer Session 

Vote of thanks 

Tea/Coffee 


Demonstration of the use of herbal plants/ 
products for health promotion by Dr. 
Savitri, S.V. University, Tirupati 


Impact of Liberalization -Privatization 
and Globalization Policies on the Socio- 
Economic Rights of Women with 
Reference to Women's Health 


Dr. Sarla Gopalan, Former Secretary, 
DWCD, Government of India 


NCW Member 
1. KIRAN SONI GUPTA, 
2. Dr. Renu Mathur, Jhansi, U.P. 


Question/Answer Session 
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10.40 a.m. - 10.45 a.m. 
10.45 a.m. - 11.00 a.m. 
Session-IV 


11.00 a.m. - 12.15 p.m. 
Chairperson 


Co-Chairperson 


Keynote Speaker 


Discussants 


12.15 p.m. - 12.40 p.m. 
12.40 p.m. - 12.45 p.m. 
12.45 p.m. - 13.30 p.m. 
13.30 p.m. - 13.45 p.m. 


Valedictory session 


13.45 p.m. - 15.00 p.m. 
13.45 p.m. - 14.00 p.m. 


14.00 p.m. - 14.10 p.m. 
14.10 p.m. - 14.40 p.m. 
14.40 p.m. - 14.50 p.m. 
14.50 p.m. - 15.00 p.m. 


Vote of thanks 
Tea/Coffee 


Women's Health and Nutrition 


Dr. P. Geervani, former Vice-Chancellor, 
Mahila University, Tirupati 


Member, NCW 


Dr. Kamala Krishnaswamy, Director, 
National Institute of Nutrition, Hyderabad 


1. Prof. Baby Devaki, Deptt. Of Home 
Sciences, S.V. University, Tirupati 


Question/Answer Session 
Vote of thanks 

Lunch 

Move to S. V. Auditorium 


Welcome of the Chief Guest, Ms. 
Saraswati, Minister for Rural & Child 
Welfare, Government of Andhra Pradesh, 
by Chairperson, N.C.W. 


Concluding remarks by Chairperson, NCW. 
Valedictory Address Ms Saraswati 

Vote of thanks/Mementos presentations 
Tea/Coffee 

NATIONAL ANTHEM 
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ANNEXURES - IV 
LIST OF PARTICIPANTS 
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ee 


“Vi. 2a0KEMMA aa a 
 2TWATENTIAG 40 an. 


wa 


LIST OF PARTICIPANTS 


Workshop Team 


Tilak Raj 


Pradeep K. Sharma 


Resource Persons 


1. 


Ms. Meenakshi Dutta Ghosh, IAS 
Joint Secretary, Ministry of Health and Family Welfare, 
Government of India, New Delhi 


Prof. (Retd.) Saras Chandrika, Gynecologist 
Hyderabad 


Prof. Mahadevan 
Former Head of Department, Population Studies 
S.V. University, Tirupati 


Dr. Shailja Chandra, Secretary 
ISM&H, Ministry of Health and Family Welfare, 
Government of India, New Delhi 


Prof. Dattatreya 
S.V. University, Tirupati 


Dr. Indu Capoor 
CHETNA, Ahmedabad 


Dr. Renu Mathur 
Jhansi 


Dr. P. Geervani, Former Vice-Chancellor 
Mahila University, Tirupati 


Dr. Kamala Krishnaswamy, Director 
National Institute of Immunology, Hyderabad 
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Prof. Baby Devaki 
Department of Home Science 


S.V. Universtiy, Tirupati 


Dr. Sarla Gopalan, Former Secretary 
DWCD, Government of India, New Delhi 


Ms. Kiran Soni Gupta, Member-Secretary 
Rajasthan State Women’s Commission, Jaipur 


Ms. B.Bhamathi 
Technical Advisor, Gender 
UNFPA, New Delhi 
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S.No. 
a 
y & 


Name 
Prof. B.C. Nirmal 


Smt. Kiran Soni Gupta 
Dr. Sarala Gopalan 
CH. Leela Devi 


Ms. Indu Capoor 
Rec. T. Dayananda Rao 


S. Padmavati 
Kummamuru Bharati Devi 


P. Saileela 


P. Raja Sree 
Tara Kulkarni 
V. Prabhavati 


Dr. Vidya Deodhar 
N. Gangothri 


S. Vijaya Bharati 


Name of NGO with Address 
Faculty of Law, Banaras University. 


Rajasthan State Commission for Women. 
Jaipur. 


(Resource Person) and presenting 
AIWEFA, New Delhi. 


Adarsha Mahila Mandals R.K. Nagar, 
Hyderabad. 


CHETNA 
SPEED, Nellore. 


Malakpet Mahila Samajan Plot 121, Sri Puram 
Colony, Malakpet, Hyderabad - 36. 


Vyasa Vidyasram Ramakrishna Nagar 
Amberpet, Hyderabad - 500013. 


Abyunnati Mahila Mandali, C/o P. V. S. 
Saibaba, H. No. 4-39/57, Ranathpur, Netaji 
Nagar, Hyderabad. 


Naveen Nagar Mahila Mandali 6-3-596/69, 
Hyderabad-500004. 


Karnataka Mahila Mandal, 2-2-185/52, Rama 
Krishana Nagar Bagh, Amberpet, Hyderabad. 


Padmavathi Nagar Konoji, Guda, 


_ Secunderabad. 


Hyderabad. 


Seva Bharti C/o Vatsalya Sindhu, Opp. R.F.C. 
Moual-ali-500040. 


Prajna Bharati, Hyderabad. 
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23. 


30. 


31. 


Dr. K. C. Leelavathy 
B. Churchil Babu 
Smt. Pedagadi Subrahmaniyam 


G.V. Satyavathi 


K Steevenson 

MSK. Satayvathi 

Dr. Haseena Hashia 
Sajida Taj 

A Sujan 

Sanjivanj Ray 

Dr. Medha Nanivadekar 


Dr Ramana N. Chowdhary 
S.V. Gomathi 


Dr. N.V. Sreevaths 
N. Latha Susanjyothi 


Dr Sampath Kumar Krishnan 


Aumashi Lingam University, Coimbatore, Tamil 
Nadu. : 


Comprehensive Rural Development (CRDS) 
Society, Narasaraopet (Guntur). 


Telgu Mahila A. Society, West Godawari Distt. 
A.P. 


Women feature Service (WFS) Secunderabad. 


APVHA (State Chapter of Voluntary Health 
Association of India) Secunderabad. ° 


Sri Venkateswara Mahila Mandali Dendulur 
(West Godavari Dist. AP). 


All India Muslim Women's Forum, Deptt. of 
Geography, Jamia Nagar, New Delhi-35. 


A.P. Taj Mahila Welfare Society, Hyderabad. 


Social Awareness for Integrated Development 
(SAID) 1-9-237, 2"¢ floor, Parsigutta Road, 
Ramnagar, Hyderabad - (A.P). 


ABRSM, Mumbai. 


Centre For Women Studies, Shivaju University, 
Kolhapur. 


Social Action Initiation (SAI) 


Integrated Rural Development Services, 
Secunderabad. 


Institute for Naurolac Diseases Research in 
Yoga and Ayurveda, Coimbatore. 


St. Theresa's Hospital Community Health 
Deptt., Hyderabad. 


Community Health Cell, Bangalore. 
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32. 


33. 


48. 
49. 


T. Radhamoni 


Aradhana Bhargava 


Dr. Davidson Solomon 


Shobha Paithankar 


S. Mastan Vali 


Kanthamani 


‘ B.V. Raju 


R. Adinarayana Reddy 


M. Rajamani 

Mr. Shyamhari Chakra 
Dr. Seema Sakhare 
Swati Shahane 
Kamala Krishnaswamy 


Manju Tewari 
Ms. Shailja Jain 


Dr. Ranjini Ram 
Praveen Bagdi 


Yogesh Rathure 


Kerala Sastra Sahitya Parishad (KSSP), 
Trivandrum. 


Mahatama Gandhi Sansthava, Chindwara 
(M.P). 


SHADOWS, Cihrala. 


Akhil Bharatiya Vidyarthi Parishad, Indore 
(M.P). 


Rural Development Society Chalakur, Hindupur 
(Guntakal). 


. Rashtriya Sevika Samiti, Chennai. 
Vemtures Hindupur TW. (A.P). 


Pregathi Rural Development Society, 
Anantapur Distt. (A.P). 


Ushasree Mahila Mandali, Warangal (A.P). 
Samadhan, Keonjhar (Orissa). 

Stree Atyachar Virodhi Parishad, Nagpur. 
Akhil Bharatiya Grahak Panchayat, Nagpur. 
National Institute of Nutrition, Hyderabad. 


Women’s Association for Development 
Alternative, New Delhi. 


Federation of Indian Women Enterprises, New 


Delhi. 


Pragna Bharati, Secunderabad. 
National Youth Project, Chhindwara (M.P). 


Society for Development of Humanity, 
Jabalpur. 
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50. 
51. 
52. 
53. 
54. 
55. 
56. 


57. 
58. 
59. 
60. 


61. 
62. 
63. 
64. 
65. 
66. 


67. 


68. 


69. 


D. Nirmala 

Dr. Umesh Chandra Gaur 
K. Swarna Kumari 

V. Krishna 

N. Vengaiah 

Indira Sharma 


Smt. Swarnalatha 


J. Vacanenantmail 
Sujatha Natrajan 
SVS Prakash Rao 
Dr. Madhabika Nayak 


Jyothi Kasiviswanathan 
Mrs. Ranjini Murugan 
Paruchuri Lakshmi Kumar 
T.V. Padmavathi 

Smt. M. Kalavathy 

N. Vijaya Saradhi 


P. Siva Reddy 


Sasanala Sarojini 


Y. Swarupa Rani 


Mahabubnagar. 

311 Sivaji Nagar, Gwalior. 

Mahila Action, Visakha Patnam. 
Mahabubnagar. 

DUTIES, Nellore. 

All India Aids and Hygiene Mission, Patna. 


Advocate, 152, Thambu Chetty Street 
(Chennai). 


H.KRAFT Internation, Chennai. 
Sathyamurthi Centre, Chennai. 
“VRDS”, Vishakhapatnam. 


International Centre for Research on Women, 
New Delhi. 


Family Planning Association of India, Chennai. 
"DAWN", Deaf Adult Women Needs, Chennai. 
Bharati Mahila Mandali, Ongole. 
Janata Mahila Mandali, Ongole. 
Sri Bhavano Mahila Mandali, Secunderabad. 


LYDIA Foundation 3/1244, MH. School Road, 
Proddatur-516361. 


Centre for Human Resource Development, 
Cuddapur. 


Markapur. 


Guntur. 
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70. 
YAP 
yp a 
res 
74, 


> 
76. 
77. 
78. 
79. 
80. 
81. 


82. 


83. 
84. 


85. 
86. 
87. 
88. 
89. 


P.V. Gopala Krishna 
P. Usha Rani 

S.K. Shakila Bano 
Rama Devi Kayathi 
Ms. Semeda 


K. Rajya Lakshmi 
ies Banumathy R. 
Fabiola Usha Kumari 
Mrs. Jyothirmayee 
Prabhavati 

S. Bhakta Priya Reddy 


T. Annapurna 
Adarsh Kumar 


Smt. Indira Swarup 


Prakash Kumar Sarangi 


Ch. Hemalatha 

Anil Saumitra 
Deepshikha Singh 
Pradeep K. Sharma 
Chandra Raja Kumari 


Green Cross, Nalgonda. 

Deena Dayal Mahila Abhudava Samiti, Guntur. 
Speak India, Nellore. 

Snehamayi, Guntur. 


Madras Christian Council for Social Service, 
Chennai. 


Hyderabad. 

Sun Rise Herbal Products, Chennai. 

Asha Nivas, Chennai. 

Kidabi, Hyderabad. 

Rani Rudraniadevi Samiti, Hyderabad. 
Gowthani Priya Education Society, Vekatagu. 


Mytri Development Society for Women, 
Devarapalli, Visakhapatnam. 


~ Rashtriya Mahila Sansthan, Central office 


Delhi. 
Rashtriya Mahila Sansthan, U.P. 


Institute for Social Development (ISD), 
Dhurda. 


Aruna Mahila Mandali, Nellore. 


Vishwa Samvad Kendra, Bhopal. 


SPANDAN, Bhopal. 
Consortium for action Research, New Delhi 
National Federation of Indian Women, 


Hyderabad. 
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90. 
91. 
92. 
93. 
94. 
95. 


96. 
97. 
98. 


oo. 


100. 
101. 
102. 
103. 
104. 


105. 
106. 
107. 


108. 


D.N. Sudha Murty 
Nalini Sampat Kumar 
Padma Sheshadri 

Aruna Takaar 
Madhushree M. Swamy 


Dr. Jayashree 


Shobha H.G. 
Annapoornamma 


Anuradha 


Ms. Usha lyer 
Eshwari 
Sapna S. 
G. Govardhani 


V.P.V. Krishna Kumari 


T.T. Lavanya 
G. Lakshmi 
S. Lakshmi Kanthamma 


Smt. R. Tulasamma 


K.C. Narayana Swamy 


Sukrupa Trust, Bangalore. 
CBR Network, Bangalore. 
AWAKE, Bangalore. 
Bangalore. 

Bangalore. 


Thribuvan Holistic Health Foundation, 


Banglore. 
Samaja Seva Samithi, Bangalore. 
Samaja Seva Samithi, Bangalore. 


Bangalore District Mahila Maha Mandal, 
Bangalore. 


Sumangali Seva Ashrama, Bangalore. 
Bangalore. 

Professional Director, Bangalore. 

Indra Priyadarsini Women's Welfare, Jadcherla. 
Corporator, Vijayawada. 


Shri Shivid Sai Speech & Hearing School, 
Vijaywada. 


Vijyawada. 
21-11-21/A Madhara Nagar, Vijaywada. 
Santhi Rural Mahila Mandali 


Sri Sreenivasa Rural & Urban Development 
Society, Anantapur. 
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113. 


Ria. 
116. 


117. 
118. 
119. 
120. 
121. 


122. 
123. 
124. 
125. 


126. 


. T. Adilaxmamma 
. A. Rajeswari 
. V. Venkatalakshmi 


. T. Venkata Ramana 


U. Radha Priadarshini 


. Prof. Geervani 


Dr. Renu Mathur 


Padmashree 


Dr. P.V. Saras Chandrika 
Rohini Krishnan 

Lalita Kumaramangalam 
Pasya Padma 


Dr. Varalakshami 


V. Paul Raja Rao 
Mrs. Rajalakshmi 
Sharda Tewari 


Indu S. Raman 


Adilakshmi B. 


Nivedita Mahila Mandal, Anantapur. 
Kamal Mahila Mandal, Anantapur. 
Greetha Mahila Mandali, Anantapur. 


Jan Chaitanya Rural Development Welfare 
Society, Hyderabad. 


‘SSABALA' Kurnool Distt. (A.P). 


Former Vice Chancellor, Padmavati Mahila 
University. 


Bundelhand College, Jhansi (U.P). 


Shri Sharada Nursing & Primary School, 
Bangalore. 


Hyderabad. 

Govt. Stawley Hospital, Chennai. 
PRAKRITI, 6, Jaganathan Road, Chennai-34. 
A.P. Mahila Samakhya, Hyderabad. 


Centre for Women's Development & Studies, 
Hyderabad. 


‘Health First, 3-C, Eldorado, 112 


Nungambakkam High Road, Chennai-600034. 
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